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FRIDAY, November 15, 1889. 
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Page 

1. Head Injury; Epilepsy; (?) General Par- 

alysis OP THE Insane, . . • • • IS7 

2. Stricture of the OSsopiiagus, the result 

^ OP S\^ALLOWING CaUSTIO SoDA ; DISEASED 

Conditions resembling Acute Irritant 
Poisoning, 195 


I.— Head Injury; Epilepsy; (?) General 
Paralysis of the Insane. 

(The patient had not been seen before be came to the Clinic.) 

Dr B. What is your name ? 

Patient (with marked emphasis). James 

M . 

Dr B. How old are you ? 

Patient (also with emphasis). Forty-three. 

Dr B. WTiat is your occupation ? 

Patient (still with emphasis). A labouring 
man. 

Dr B. Where do you live ? 

Patient (still with emphasis, and some hesi- 
tation and want of sharpness in articulation), 
p Street. 

■ Dr B. {to the Students), This patient has been 
sent to the Clinic by one of iny medical friends, 
with the statement that the case is one of 
interest and importance ; the patient, I under- 
stand, states that he received a severe head 
injury by a fall from the Forth Bridge some 
months ago, and that he has since suffered 
from attacks of epilepsy, I have not seen the 
patient until he came into the room just now, 
but from the manner in which he has answered 
(he few routine questions which I have just 

put to him, and from certain other facts which 
* A 


I have observed while he was speaking, I 
have already formed the provisional opinion 
that he probably is siiflering from another 
disease in addition to epilepsy. 

You will have noticed the peculiar manner in 
which he has answered the questions I liave putto 
him; he spoke with quite an unnecessary degree 
of emphasis and empressement ; which to me, is 
highly suggestive of marked mental impairment 
or peculiarity. His articulation is also some- 
what hesitating. He seems unable to pro- 
nounce some words sharply and clearly. You 
may, too, have noticed that while he was speak- 
ing there was every now and again a very 
obvious tremor or twitching of the muscles of 
the left side of the upper lip and adjacent 
portion of the face. When the face is at rest, 
it presents, too, a somewhat expressionless 
appearance ; it looks flattened out, as if the 
facial muscles were not kept in that degree of 
tension which is usually present in most healthy 
individuals. I have noticed, too, that there is 
every now and again a fine tremor in the limbs, 
more especially in the lower extremities. Now 
these facts, more particularly the twitcliing of 
the facial muscles when the patient speaks, tlic 
want of sharpness in articulation, and the 
peculiar emphasis with which he answered such 
ordinary questions as his name, age, and occu- 
pation, are to my mind strongly suggestive that 
we have before us a case of G. P., or general 
paralysis of the insane. The twitching of the 
facial muscles, and tlie difficulty of articulation, 
which are such striking characteristics of that 
affection, feeem well marked, and will probably 
be very perceptible when he repeats the follow- 
ing sentences: “Papa's performing pony. 

“ West liegister Street." 

Tlie /Jjatient articulated the sentences in a 
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characteristic manner, the tremor of the lip 
muscles was very apparent, and there was 
marked difficulty and hesitation in pronouncing 
the p*s, the lip muscles appearing to hesitate 
and stumble. 

Dr B, Put out your tongue. 

Th^ tongue was protruded without diffwulty 
and withovl obvious tremor. 

Dr B, (to the Studevls), Tremors are often 
noticed in the tongue as in the lips and facial 
muscles; but in this case they do not appear to 
be present. 

Dr B, What do you complain of ? 

Patient. I take turns through the night. 

Dr B. What arc the turns like ? 

PaJtienl. Well, I cannot say for that, because 
I do not know except I am awake. When I 
put my clothes on the next morning, I think 
the house is different from what it was the 
night before. The room seems strange. 

Dr B. Does your wife say that you are con- 
vulsed in the attacks ? 

Patient. Yes. 

Dr B. Do you yourself know when you take 
them ? 

Patient. No. 

Dr B. Do you bite your tongue in the 
attacks ? 

Patient. Yes. 

Dr B. Do you feel stupid and confused in 
the morning after an attack ? 

Patient. Yes; I feel quite confused and stupid 
in the morning, and I feel a pain in the open- 
ing of the head (placing his hand on the top of 
the head). 

Dr B. Do you ever wet your bed ? 

Patient. Yes. 

Dr B. Do you ever take a fit through the day ? 

Patient. No. 

Dr B. Do you ever feel, before going to bed, 
anything which tells you that you are likely to 
have an attack through the night ? 

Patient. Yes, I sometimes feel a pain in my 
head, and a singing in the ears the night 
before. • 

Dr B. Do you ever feel that pain in your 
head, without having an attack thiough the 
night afterwards ? 


Patient, No. 

Dr, B. You are sure that you never ^ 
from headache, except before the atta,ckSr' 
you have during the night ? 

Patient. No, sir. 

Dr B. (to the Students). That, gentlemen^ is a 
point of importance, for it is strongly opposed 
to the view that the patient is suffering froi^ : 
any coarse lesion of the brain, such as absocsii 
or tumour, which might have followed aiil 
injury. We will afterwards examine the optic 
discs, a procedure which I have so frequently 
told ;^ou should be practised as a matter of 
routine in all cases of suspected cerebral 
disease. 

On examination^ the optic discs were found to 
be healthy. 

Dr B, Have you greater difficulty in speak- 
ing the next morning after an attack ? 

Patient. Yes; I often have great difficulty 
in speaking the next morning. 

Dr B. Do you feel any weakness^ or numb- 
ness in your arms or legs after the attacks ? 

Patient. My right hand and leg often feel 
weak and numb the next morning. 

Dr B. (to the Students). Temporary loss of 
speech or difficulty in speaking, and temporary 
paralysis or weakness on one side of the body, 
are very frequently observed after the so-called 
congestive ” attacks and epileptiform seizures, 
wliich are of common occurrence in general 
paralysis of the insane. 

Dr. B. You had a fall from the Forth Bridge? 

Patient. Yes. 

Dr B. Were you quite W’ell before that ? 

Patient. Yes. 



Dr B. Was the injury a severe one ' ™ 

Patient. Yes; I was brought to the Infim^ 
Dr B. Were you insensible ? ' 

Patient. Yes, for fifteen hours. 

Dr B. Was your head cut? 

Patient. Yes. 

Dr B. Was the skull fractured ? 

Patient (^dth some hesitation). I think so. 
Dr B. In which ward were you ? 

Patient. One of the surgical wards. I do not 
know which one. 

Dr B. Who was the doctor ? 
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: I do not know. 

Is your memory worse since the 

Patient. Yes, very much ; it is very bad. 

Pr B. How long were you in the hospital ? 
patient. Nine weeks. 



Dr B. (to the Paiierjl). Have you any ideas of 
th^t kind ? 

Patient. I think sometimes that I am in 
better circumstances than I 
Dr B. Do you ever telLjf^eo]^ that you are 
in good circumstances ? -n 


Dr B. Did you take any turns through tlie 
ght while you were in hospital ? 

Patient. No. I began to take the turns two 
>hths after I left the hospital. 

Dr B. ^ave you any queer fancies ? 

Patierd. I don’t think so. 

Dr B. (to the Students). The character of the 
speech, the tremor of the lips, and the facial 
appearance, are, as I have already stated, 

* pngly suggestive that this patient is suffering 
hi general paralysis of the insane. That 
' disease, or G. P., as it is commonly termed, 
is the mental disease which has a well marked 
morbid anatomy. The pathological appear- 
^"ances are quite distinct; the convolutions are 
shrunken, *the membranes adherent here and j 
there to the surface of the brain, the superficial 
pai'ts of the brain cortex atrophied and sclerosed. 
The pathological appearances in other forms of 
insanity are indefinite and not characteristic ; 
indeed, we know little that is certain as to the 
morbid anatomy of most forms of insanity. I 
understand, however, that Dr Bevan Lewis, one 
of our greatest authorities on the histology of the 
brain, is about to publish a book on the morbid 
histology of the insane brain; and perhaps his 
i observations may put the matter on a more satis- 
'factory basis. 

Jn addition to the objective symptoms, such 
characteristic alteration of speech, and 
uscular weakness and tremors which I 
ifmentioned, the mental faculties are pro- 
udly modified, in most cases of general 
|alysis of the insane. The most characteristic 
pntal alteration, though it is not always pre- 
sent, is a peculiar condition of mental exalta- 
tion. Everything appears to the patient couleur 
de rose. He takes an altogether too hopeful 
view of himself and his circumstances. He 
may fancy, for example, that he is some great 
personage, that he is enormously rich, extremely 
well, unusually clever or strong. 



Patient. I sometimes talk about it to people, 
I often dream that I am well off. . 

Dr B. (to the Students). That is a very inter- 
esting point. It is quite in keeping with what 
we know of the physiology of the brain, that a 
patient who has grandiose ideas, as they are 
termed, through the day, should have the same 
grandiose ideas in his dreams. In dreaming, 
though the patient is unconscious, or in some 
cases only very slightly conscious, of his sur- 
roundings, the same parts of the brain are func- 
tionating which are in activity during the pro- 
cess of thinking, when he is fully conscious and 
awake. The correct association of ideas, tlie 
fine co-ordination, so to speak, of brain action, 
is often, however, deranged jjuring sleep. An 
idea arouses other ideas, which would either 
not be aroused, or if they were aroused, would, 
during full consciousness and brain activity, be 
instantly recognised as so absurd that they 
would be immediately suppressed. Or, to put tlie 
matter another way, during sleep the nerve dis- 
charges, which flow to, and call into action, tiro 
different and distant portions of the brain (from 
those in which the primary discharge is liber- 
ated), and which are associated in the pro- 
duction of ideas, flow in irregular and unac- 
customed channels, and do not follow the beaten 
tracts which they are accustomed to take when 
the patient is awake. The physical process with 
which the psychical condition is associated, which 
we term the association of ideas, is, in fact, apt 
to be more or less inco-ordinate during sleep. 
Dreams are, however, as a rule forgotten. Die 
ideas which are associated with the subcon- 
scious activity of the nerve cells, such as occur 
during the act of dreaming when the individual 
is asleep, do not as a rule leave a vivid and per- 
manent impression on the nerve cells ; they are 
not usually remembered, or capable of being 
called into remembrance by an act of memory, 
when the patient becomes awake. This is, so 
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far as I remember, the first case which has come 
under my notice in which a patient suffering 
from general paralysis (supposing that this 
patient is affected with general paralysis), has 
told me that he dreams grandiose ideas. 

In general paralysis of the insane, the mental 
faculties are more or less profoundly altered. 
Memory, as in this case, is usually very much 
impaired. 

It is important to remember, that grandiose 
ideas are not always present in cases of G. P. 
In some cases, the patient is melancholic. In 
others, there is an alternate condition of mental 
exaltation and melancholia. Further, it seems 
to be a fact, that in some patients, who present 
all the physical alterations characteristic of 
general paralysis of the insane, there are, for a 
time at all events, no definite and distinct 
mental alterations.* 

Dr B, (to the Patient), Do you ever get de- 
pressed ? 

Patient A little in that way. 

Dr B, Not to any great degree ? 

Patient No, sir. 

Dr B, Come back on Wednesday, and bring 
your wife with you. 

Dr B, (to the Students), We shall probably be 
able to learn from the patient’s wife more 
definite particulars as to his mental condition. 

In general paralysis of the insane, the patient 
may not only have grandiose ideas, but he may 
act on those ideas. This is a point of great 
importance, both for the patient and his friends. 
In its earlier stages, general paralysis of the 
insane is often unrecognised. It is one of the 
diseases which most frequently is unrecognised 
even when the symptoms are well marked. In 
the earlier stages, though the patient’s relatives 
and friends may have noticed that his mental 
condition is distinctly changed, they may not 
attach any importance to the condition. Now 
a patient affected with general paralysis in its 
earliest stages, may quickly squander the earn- 
ings of a lifetime, and| may involve himself and 
his relatives in financial difficulties. He may, 

* I have at present, under observation, a verjjr remarkable 
case of this kind, which will be referred to in | subsequent 
number of these 


in this condition of insanity, contract engage- 
ments, and involve himself in liabilities which 
it may be difficult or impossible to set aside. 
In some cases, his acts of this kind are obviously 
the result of insanity. He may, for example, 
go into a shop and give an order for fifty pianos. 

In dealing with cases of suspected insanity, 
it is always important to ascertain if the patient 
has acted upon his insane ideas. An absurd or 
extraordinary idea may, of course, occur to any 
one. The sane brain sees the absurdity, and 
does not act upon it; but the insane brain 
fails to see the absurdity, reasons that the idea 
is not absurd, will not be convinced that it is 
absurd ; or, prompted by the absurd idea, per- 
forms some absurd, outrageous, or altogether 
purposeless act, which the sane man would 
never allow himself to perform. The sane brain 
would inhibit the purposeless or outrageous act 
suggested by the absurd idea. 

An epileptic fit is not very uncommon in the 
earlier stages of general paralysis of the insane ; 
and whenever a man over thirty-five years of 
age, who has not been subject to epileptic fits, 
takes an epileptic fit, general paralysis of the 
insane should be thought of as one of the pos- 
sible causes of the condition. A case of this 
kind came under my notice about eighteen 
months ago. A man somewhere about thirty- 
eight years of age, I do not remember his 
exact age, consulted me on account of an 
epileptic fit. I was. unable to detect any 
definite disease to account for the condition, I 
certainly saw nothing to lead me to suspect 
that he was suffering from general paralysis of 
the insane. I saw no more of him for a yea^;- 
when he again consulted me, all the symptoms, 
objective and mental, of general paralysis of the 
insane were present in a most typical degree. 

Certain alterations of the pupil are very 
frequently present . in general paralysis. The 
pupils may be unequal in size ; the margins of 
the pupil may be irregular ; or the Argyll 
Eobertson condition of the pupil may be pre- 
sent. In this particular case (Dr Bramwell 
here examined the pupils), the right pupil 
is somewhat smaller than the left, but its 
margins appear to be even (regular), and the 
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reflex contractility to light is active. In the 
Argyll Eobertson condition, the pupil, as you 
know, fails to contract to the stimulus of 
light, while it still contracts when the eyeballs 
are rotated inwards during an act of accom- 
modation for near vision. Dr Argyll Eobertson 
first described this condition of the pupil in 
cases of locomotor ataxia. It is a very valu- 
able sign of locomotor ataxia, for it is present 
in a considerable proportion of cases, and it 
usually occurs in the earlier stages of the 
disease, when the diagnosis is most obscure. 
The same condition of the pupil is frequently 
present in general paralysis of the insane. In 
fact, when you meet with the Argyll Eobertson 
condition of the pupil, you should always sus- 
pect either locomotor ataxia or general para- 
lysis of the insane ; for although it doubtless 
may occur in other affections, it is very much 
more common in these diseases than in any 
other conditions. 

General ^paralysis of the insane is a most 
incurable affection; indeed, many authorities 
deny that it is ever recovered from. Most 
cases die within two or three years. In some 
cases, remissions which may be mistaken for 
recoveries are met with ; during the remission, 
the mental condition and other symptoms may 
become so markedly better, that the remission 
or temporary condition of improvement may be 
thought to be a permanent cure. I have re- 
corded one very remarkable case in which the 
symptoms were typically characteristic of 
general paralysis of the insane, and in which 
the patient has now for more than six years 
been practically well. Since his recovery he 
has been able to follow his employment, — that 
of an engineer’s draughtsman. The only symp- 
tom indicative of the former brain mischief, 
which now remains, is. the occasional occurrence 
of an attack of petit mal 

In the case to which I refer, the patient had had 
syphilis, and there can, I think, be little doubt 
that thebrain disease was syphilitic. But be that 
as it may, the symptoms were characteristic of 
general paralysis of the insane. My diagnosis 
of G. P. was corroborated by Dr Tennant, of 
Glasgow, and Dr Clouston. In his admirable 


book on Insanity, Dr Clouston refers to the 
case as a typical example of general paralysis 
of the insane. The case is one of, great im- 
portance, for it shows that a condition which 
cannot be distinguished clinically, during life, 
from general paralysis of the insane may be 
the result of syphilis, and may be recovered 
from under a vigorous anti-syphilitic treatment. 

The details of the recovery in that case 
are interesting; the patient, notwithstanding 
the free administration of iodide of potassium 
and mercury, for a long time, seemed to make 
little or no progress. He had during this 
period several of the so called congestive at- 
tacks, in which he was for a time unconscious, 
and which were followed by temporary hemi- 
plegia or aphasia. The last, of these pseudo- 
apoplectic attacks was an unusually severe one. 
He remained unconscious for many hours — I 
think thirty-six. A large acute bed soi^e formed 
on the sacrum and buttocks ; this was followed 
by extensive suppuration and slougliing; the 
separation of the slough was attended with 
profuse haemorrhage, which was arrested with 
difficulty. After emerging from this very 
grave condition, he progressed steadily and 
uninterruptedly towards recovery, and in the 
course of a few months was sufficiently well to 
return to business. 

It is important to note that, by Dr 
Tennant’s advice, he steadily continued to 
take the iodide and mercury after his return 
to business ; indeed, when I last lieard of 
him, now more than a year ago, some five 
years after his recovery and return to work, — 
he was still taking the iodide at intervals. 

The exact influence which syphilis has in the 
production of general paralysis of the insane is a 
disputed point. Some authorities tliink that 
syphilis is, in many cases, an important factor 
in the production of general paralysis. Otlieis, 
and Dr Clouston is one of the strongest sup- 
porters of this view, think that it has little 
or no influence in the production of the 
disease general paralysis of the insane ; though 
they admit that a combination of clinical 
symptoms, which it is impossible to distinguish 
from general paralysis, iimy be produced by 
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syphilis. For iny own part, I am disposed to 
think that syphilis is, in some cases of general 
paralysis, ^n etiological factor of importance, 
just as it undoubtedly' is in many cases of 
locomotor ataxia. I do not say that syphilis 
plays such an important part in the production 
of general paralysis as it does in the production 
of locomotor ataxia, but in a certain proportion 
of cases, I believe it is an etiological factor of 
importance. The influence of syphilis in the 
production of both of these diseases is pro- 
bably rather an indirect than a direct one. 
In neither case, is the lesion definitely syphilitic 
and curable by anti-syphilitic remedies, as a 
distinctly syphilitic lesion, such as a gumma, is. 

General paralysis of the insane and loco- 
motor ataxia are rare in women, and it is very 
important to note that when these affections do 
occur in women, there is often a distinct history 
of syphilis, or the patient has led a dissolute 
and irregular life, and is therefore likely to 
have been exposed to syphilis. This has always 
appeared to me a strong argument in favour of 
syphilis being a cause, though it may be an 
indirect cause, of general paralysis. General 
paralysis of the insane is, in my experience, 
more common in the north of England, more 
especially in the county of Durham, than it is 
here. I remember meeting with at least four 
cases in women, while in practice in the north 
of England, but I have only seen one well 
marked case in a woman since coming to 
Edinburgh. All the four north of England 
cases occured in women who had either had 
syphilis, or who had led dissolute lives. 

General paralysis of the insane and loco- 
motor ataxia are not unfrequently combined. 
In some cases, the ataxia symptoms precede 
the cerebral symptoms; in others, the loco- 
motor ata^da is developed after the general 
paralysis. The condition of the knee jerk is 
of importance in general paralysis of the insane. 
In some cases of G. P., in which there are no 
other symptoms or signs suggestive of locomotor 
ataxia, the knee jerk is abolished. In other 
cases of G. P., the knee jerk is increased. 

In this pcUieirU ths hnM jerk was rnarkedly 
exaggerated. 


Alcoholic and sexual excesses have also been 
thought to be causes of general paralysis. I 
have been told that general paralysis of the 
insane is almost, if not entirely, unknown in per- 
sons who have lived all their lives in the glens 
of the Highlands of Scotland; but that the 
sons of the Scotch Highlanders, who go South, 
into the army or into business, not unfrequently 
return with general paralysis and die from it. 
I have also been told that, in Belfast, general 
paralysis is almost, if not entirely, unknown. 
Now sexual excess, alcoholic excess, and syphilis, 
are by no means unknown either in the High- 
lands of Scotland or in Belfast.* It is obvious, 
therefore, that if the statements which I have 
just made, on what I believe to be reliable 
authority, as to the rarity of G. P. in the 
Highlands of Scotland and in Belfast, are facts, 
general paralysis of the insane must be due 
to something more than mere sexual excess, 
alcohol, or syphilis. 

One of the most important causei| of general 
paralysis of the insane seems to be brain 
strain. 

Unlike many forms of insanity, general 
paralysis of the insane is rarely directly here- 
ditary. It is very rare to meet with two cases 
of general paralysis in near members of the 
same family. Curiously enough, I had a letter 
from Dr Clouston, only a few days ago, about 
a case of this description. Some six months 
ago, I saw, with Dr Elder of Leith, who was at 
that time taking charge of Dr Struthers* practice, 
a case which I diagnosed as general paralysis of 
the insane, and learned that the patient’s brother 
(who like my patient was a steam-ship captain, 
and a very able, active, energetic, and pushing 
man), had been sent, some few years previously, 
to Morningside, with symptoms which seemed 

* Since this paragraph was written, I have had the ad- 
vantage of learning Dr Clouston’s experience on this point. 
Dr Clouston tells me that G. P. is undoubtedly very rare in 
the Highlands of Scotland, — ^in persons who live in> and have 
never been out of, the Highlands ; and that Highlanders 
who go south, not uncommonly become' affected with' G. P. 
He further states, that the disease is almost Unknown in 
the west of Ireland, but that it does certainly occur in 
Belfast. At the present time, he has under his care two 
patients from Belfast, who are affected with general paralysis 
oftheinsane. 
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to shew that he also was affected with the 
same disease. About a week ago/I had a letter 
from Dr pder, telling me that our patient had, 
after my visit, steadily become worse, and had 
been sent to Morningside. I accordingly wrote 
to Dr Clouston, asking him about both patients. 
He tells me, that the brother died in the asylum 
of general paralysis of the insane, and that my 
patient is a notable general paralytic. In his 
letter. Dr Clouston refers me to a paper by 
himself and Dr Savage, in the April number of 
the Jov/rml of Insanity, in which the occurrence 
of general paralysis of the insane in tvyins is for 
the first time recorded. 

The sawui Patient, March 9th, 1889, 

. Dr jB. (to the Students), You remember, gentle- 
men, that I entered into this case with some 
detail a week ago; and stated, that the case 
seemed to be a case of general paralysis of 
the insape. After the Clinic was over, I 
learned from the nurse, what I did not know 
before, that the patient has been on several 
occasions an inmate of the hospital. 

He was, so far as the nurse has been able to 
ascertain, first admitted in June 1886, suffering 
from hysteria. 

In November 1886, he was again admitted, 
suffering from hystero-epilepsy. He remained 
on this occasion three weeks under treatment. 

In March 1888, he was a third time admitted, 
for symptoms which were thought to be due 
partly to hysteria and partly to alcoliol. 

Now, you will remember that the patient 
distinctly stated, that he was quite well until he 
fell from the Forth Bridge eleven months ago, 
and that his epileptic fits had only developed 
some months after this injury. 

Obviously, therefore, the patient’s statements 
as to the history of his injury are not to be 
relied upon. In consequence of the uncertainty 
as to the facts of the case, I necessarily felt 
much more hesitation than I had done, when 
I examined the case before you, as to the 
nature of his illness j and was more than ever 
desirous of seeing his wife, and of obtaining from 
her exact information as to the character of his 


mental condition, and the duration and course 
of his illness. 

Unfortunately, the patient did pot bring his 
wife here on Wednesday, so that I have not 
been able to question her in your presence; 
but I called at his house yesterday, saw his 
wife, and elicited a number of very important 
and interesting facts regarding his condition. 

She tells me that, until eight or nine years 
ago, he was a very active and smart man, and 
always steady. He has never, either before or 
since his illness commenced, indulged in any 
alcoholic excess ; latterly, he has been in such 
poor circumstances, that he has had no money 
to spend on drink, even if he had wanted to do 
so. 

His relations are, his wife states, fine, healthy 
people. His wife’s mother, who lives with him, 
stated that his relatives are superior people. She 
used the words “ genteel people, in good circum- 
stances.” None of his near relatives, father, 
mother, brothers, or sisters, have suffered from 
nervous disease. His mother is still alive, and 
is a very nice old woman. (I use, as far as 
possible, the exact words, which I noted down 
at my interview with his wife and her mother.) 

The patient himself has never liad any great 
mental strain, worry, or anxiety. Until his 
illness commenced, he was always in good 
work, earning good wages ; he has always been 
a proud man, and very particular as regards 
his dress. 

*Some eight or nine years ago ho fell down a 
stair and received a severe head injury. Ho 
was unconscious for many hours, and was said, 
by the three doctors who attended him, to be 
suffering from concussion of the brain. 

His wife thinks that this injury was the 
cause of his present illness. Since the fall, he 
has never been exactly the same as he was 
before i but there was no very marked altera- 
tion in his general health or mental condition 
until four or five years ago, when lie began to 
take the epileptic fits, from which he still suffers. 

He usually takes the fits through the night. 
He has only once taken a fit in the street; 
but, on several occasions, he had a fit in the 
rubber-works, where he was employed. He 
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often bites his tongue severely in the fits. He 
very often does not seem to know when he has 
had a fit ; this is more especially the case when 
the fits come on, as they usually do, through 
the night. The next morning after a fit he 
seems stupid aiid confused, and often complains 
of a pain on the top of his head. His wife 
states that before a fit he sometimes seems to 
feel cold, and shivers, even if he is sitting before 
a good fire. 

After a fit he will sometimes get up, go out, 
and wander about, without knowing what he 
is doing. 

He has been two or three times admitted 
into the Infirmary in an excited condition after 
a fit. It was thought that he had been drink- 
ing, but this was not the case. 

About eleven months ago he fell at the 
Forth Bridge, where he was working. He hurt 
his shoulder, but only slightly ; he did not hurt 
his head. He was in the Infirmary for some 
•time after this fall. 

Since the fits commenced, but more espe- 
cially during the last few months, his mental 
condition has become much changed. Of late, 
the mental change has been so marked, that 
comparative strangers see a great change in 
him. His wife and his brothers and sisters 
do not think he is right in the mind. His 
wife’s exact words were, '^I don’t think his 
mind is right.” He has almost entirely lost 
his memory. His wife says, I don’t think 
he remembers the ages of his children, and 
I don’t think he could tell his own age if 
you asked him. He has ceased to take any 
notice of his wife and children. He never 
reads now, though he used to be a great 
reader. His wife stated that " he used to be an 
awful man for books and newspapers.” He 
passes people, whom he used to know quite 
well, in the street without noticing them, his 
mind apparently being occupied, his wife says, 
with something else. His old friends have 
asked her if he is not " q^ueer.” 

His mental condition is very variable. Some- 
times he is depressed, and will sit for hours or 
even days in a chair, without taking notice of 
anything or anybody, 


" At other times he gets quite high;— he is 
either awfully high or awfully low ” (these 
are the wife’s exact words). He sometimes 
gets much excited, and speaks very high and 
loud about what he is going to do. He ofteii 
talks in a hopeful way of what he will do when 
he gets employment, and wheix he makes 
money. He says that he will go to a better 
house than this hole,” in which he lives ; that 
he will be well dressed. " He sometimes ima- 
gines that he will do great things.” Yet, for 
some time, he has done nothing, and is obviously 
getting worse. 

He is still very paticular (his wife evidently 
thought absurdly particular) about his dress; 
for she states, he will pay great attention to 
his collar and neck tie, when his clothes are 
wretched and he has hardly a shoe to put 
upon his feet. 

He has become very weak ; yet, on the 1st 
of February (1889), he walked all the way to 
Dundee, where his sister lives, in % terrible 
storm. His wife does not know how he managed 
it, or how long he was on the road. 

Asked if she has noticed any difference 
in his speech, or any trembling about his face, his 
wife promptly replied, "Oh yes, there is a catch in 
his speech ; and his lips tremble, especially when 
he gets excited. He is at times awfully 
shakey, just like a man coming out of delirium 
tremens.” 

" He sleeps weU, and eats well ; but of late 
he has not had enough to eat.” 

You see, gentlemen, from this statement, 
that the patient has suffered from epileptic fits 
for the past four or five years ; and the question 
arises, whether the mental deterioration is 
merely the result of epilepsy, or whether there 
is not general paralysis of the insane in addi- 
tion. Loss of memory is a very common result 
of epilepsy ; and after long continued epilepsy, 
all the mental faculties may become affected, 
and a condition of dementia be produced. : But^ 
so far as I can judge, there is more than epi- 
lepsy in this case. The alteration in speech, the 
twitching of the facial and lip muscles, when 
the patient speaks, and the condition of mental 
exaltation, which seems, from his wife^a state- 
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I^atient. I got medicine to make me vomit 


ment, to be every now and again present (and 
not only present immediately after a fit), lead 
me to think that epilepsy is not tlie whole ex- 
planation of this case, but that the patient is also 
suffering from general paralysis of the insane. I 
do not, however, feel able to speak so certainly as 
to the presence of general paralysis, as I did 
at the time of the patient's first visit. At that 
time, I was under the belief that the symptoms 
had all developed during the past few months — 
since the fall md injury to the head, which he 
stated he had received eleven months ago. You 
will remember, that he stated that he was quite 
well before his fall at the Forth Bridge. It 
now appears that he has for the past four or 
five years been subject to epilepsy ; and that 
his brain disease has perhaps resulted from the 
injury which he received eight or nine years ago. 


— Stricture of the OEsophagus, the result 

OF SWALLOWING CaUSTIC SoDA ; DISEASED 

Conditions resembling Acute Irritant 
Poisoning. 

Man; aged 31 ; worker in a jute mill ; October 
I 16, 1889. 

Dr R What do you complain of ? 

' Patient I drank some caustic soda in mis- 
take for water ; and I have pain and difficulty 
in swallowing. 

Dr R, When did you swallow the caustic 
soda ? 

Patient On the 26th of August. 

Dr R. How much caustic soda did you 
swallow ? 

Patient I took a mouthful. 

Dr R. Did you feel any pain as it was going 
down ? 

Patient, Yes; a burning pain. 

Dr R, Had you any pain afterwards in the 
stomach ? 

Patient, Yes, still a burning pain. 
jR Did you vomit ? 


before I went to the Infirmary. I was take'^"^ 
to the Infirmary at Dundee. I \yas in 
Infirmary seven weeks. 

Dr R, Did you vomit any blood ? 

Patient, Yes. 

Dr R, How much ? 

Patient About a pint. 

Dr R. Was the blood bright or dark ? 

Patient Dark. 

Dr R, Like coffee grounds ? 

Patient Yes. 

Dr R, Did you pass any blood by stool ? 

Patient No. 

Dr R, Were you feverish afterwards ? 

Patient, I began to tremble when I was put 
to bed. 

Dr R, Did you feel cold and shiver ? 

Patient Yes. 

Dr R, Did you continue to sufier from your 
stomach for some time ? 

Patient Yes. 

Dr R. Had you any difficulty of swallowing 
wlien you left the Infirmary ? 

Patient No, it came on afterwards; I went 
back to the Infirmary. 

Dr R, Have you any pain when you swallow 
now ? 

Patient Not if I confine myself to taking 
corn flour, everything else hurts me. 

Dr R, Where does it hurt ? where does the 
food, seem to stick ? 

Patient (pointing to the upper part of the 
sternum and lower part of the neck). There. 

Dr R, Have you lost much flesh ? 

Patient, Yes ; I am very weak. 

Dr B, {to the Students), The case is one of 
great interest. Cases of this kind are com- 
paratively rare. There can, of course, be no 
doubt that the patient is sulfering from the 
injury to the oesophagus produced by the caustic 
soda. There is evidently a stricture, and a 
painful stricture. The question comes to be, 
whether the obstruction is simply the result of 
cicatricial contraction of the injured walls of 
the oesophagus, or whether the narrowing of 
the gullet, is due, in some measure at least, to 
the presence of an abscess or of inflammatory 
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ptediicts, in the wall of the oesophagus or in the 
connective tissue which surrounds it. The fact 
that therOf is pain, as well as difficulty in 
swallowing, seems to shew that there is more 
than a simple cicatricial stricture. There is 
evidently some inflammatory condition at the 
seat of the stricture. It is impossible, I think, 
to say whether that inflammatory condition is 
confined to the oesophagus. There may be an 
abscess in the wall of the oesophagus, or an 
abscess outside it, which is pressing upon and 
narrowing the gullet. 

A simple stricture is by far the rarest form of 
organic stricture of the oesophagus. Difficulty 
of swallowing, the result of obstruction in the 
' gullet, may be due to a variety of different 
causes. Organic strictures are one cause. The 
pressure of aneurisms, solid tiimours, inflam- 
matory collections on the outside of the oeso- 
phagus, is another. Spasmodic strictures some- 
times occur, more especially in hysterical 
subjects. 

In most cases, in which the obstruction is 
organic, and situated in the wall of the oeso- 
phagus itself, the stricture is due to malignant 
disease. When the stricture is simple, there 
almost always is a history of injury to the wall 
of the gullet. The swallowing of corrosive 
acids or alkalis, or of boiling water, is the usual 
cause of such injury. Children not unfre- 
quently scald themselves by swallowing boiling 
water (taking a suck out of the kettle spout, 

' for instance). In some cases, the oesophagus is 
il^calded, and a simple stricture results — just as 
simple stricture of the urethra results after 
gonorrheal inflammation. 

The condition from which this patient is 
suffering will require careful watching and 
treatment. 

Dr B, Do you wish to get into the hospital ? 
Patient Yes. 

Dr B, Did any of the caustic soda run on to 
and stain your clothes ? 

Patient No. 1 

Dr B. Did it hurt your lips, mouth, and 
throat ? 

Patient Yes, the mouth and throat were 
very much inflamed and swoU^ 


(The patient was the^ to the 

wards.)* ' 

Dr B. (to the Students), When a patient 
plains of sudden pain in the stomach and 
vomiting, and becomes collapsed, one should al- 
ways suspect that the case may possibly be one 
of acute irritant poisoning. Under such circum- 
stances, the first thing which we have to ascer- 
tain is if the pain and vomiting came on after 
eating or drinking anything. In a case such as 
this, in which a corrosive acid or alkali has been 

* After seeing this patient I wrote to Dr Erskihe, the 
House Surgeon to the Dundee Infirmary, asking him if he 
could give me any information about this patient,: and telling 
him that I intended to refer to the case in these Studies, 
Dr Erskine has very kindly sent me the following notes of 
the case: — 

I '‘The patient was admitted at 6 p.m, on August 26th. 
He stated that while engaged at his work in South Dudhope 
Jute works, he had, just before being brought to the Infirmary, 
drank one mouthful of a solution of caustic soda, which was 
standing near an oil tank, for the purpose of making a soaj) 
to put on the jute. 

“ He complained of pain all down the gullet, most severe 
in the region of the stomach. • 

The tongue and pharynx were bright red in colour, and ^ 
denuded of their epithelium. Deglutition was painful and 
difficult. The patient was somewhat collapsed ; the pulse 
was 60, regular, but weak. 

“ He was made to swallow some vinegar and water, and 
some olive oil, and a poultice was applied to the epigastrium. 
Milk was ordered as food. The evening temperature was 
98“ F. 

“ Aug, 27 — Passed a good night ; slept well ; expectorating 
muco-pus ; M.T., 99.2“ ; ice to suck j to gargle the throat 
with warm water ; E.T., 100“. 

** Aug. 28.— Swallows very well ; the pain during degluti- 
tion is confined to the fauces ; taking a good quantity of milk 
and beat-up eggs ; moderate expectoration of muco-pus ; 
M.T., 99.2“; E.T., 100.2“. 

^^Aug. 29.— M.T., 99.2“ ; E.T., 99 4“. 

“ Aug, 30.— -Still some purulent expectoration ; to have 
beef tea; M.T., 98.8“; E.T., 99.4“. 

**Aug, 31.— M.T., 98.4 ;“ E.T., 99“. 

**Scpt, 1.— M.T., 98.8“; E.T., 101.6“. 

^^Sept, 2.— M.T., 99.2“; E.T., 99. 4“. 

Sept, 3. — Eaw surface skinning over ; general condition 
favourable; M.T., 98.4“; E.T,, 98.8“. 

" Sept. 4.— Can get up ; M.T.. 98.4“ ; E.T., 98.4“. ’ 

** Sept, 7.— Can go home. Advised to come back if any 
difficulty of swallowing should come on. 

“ Sept, 11. -Re-admitted, complaining of being unable to 
swallow any solid food. Even very minute pieces bf solid 
food stick in his throat, and cause great pain. 

^*Sept. 20. — Can only swallow milk. 

“ Sept, 21 . — ^A narrow oesophageal bougie was passed down 
the gullet for 14 inches. This caused greaj; pain, and the 
patient went home in the afternoon by desire.’* 
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swallowed, the pain and yomiting come on im- 
mediately after the act of swallowing, and the 
passage of the corrosive liquid down the gullet 
is usually attended with great pain and burn- 
ing. The lips, tongue, mouth, and throat, are 
usually more or less excoriated ; and the effects 
of the acid 0 :r alkali may often be seen on the 
clothes. It is very important in cases of sus- 
pected acute irritant poisoning to examine care- 
fully the clothes, the lips, and the interior of 
the mouth and throat. The fact that the 
clothes are burned or stained, and that the 
lips, mouth, or throat are excoriated, determines 
the diagnosis. In the case of some other irrit- 
ants, arsCi^ic for example, the pain and vomit- 
ing, may not come on immediately after the 
l^ison is swallowed, and there are no stains 
oh the. clothes, and no excoriations on the 
mouth to guide one. The patient does not 
usually complain of any pain in the gullet — the 
act of swallowing the poison may of course 
be absoluj^ely painless. 

The fact that the pain in the stomach and 
vomiting (in a case in which a patient who is 
suddenly seized with pain in the stomach and 
vomiting, and who becomes collapsed) occurred 
immediately after, or soon after, taking food, 
drink, or medioine,issuggestive that the food con- 
tained some irritant, possibly an irritant poison. 
It is not, however, conclusive. There are many 
diseased conditions which resemble more or 
less closely, — and sometimes very closely — 
acute irritant poisoning. When we are called 
to such a case as I am describing, it is of very 
great importance to have at one’s finger ends 
the various diseased conditions which may 
possibly be the cause of the symptoms. Patho- 
logical and clinical knowledge of this kind is 
invaluable for diagnosis. If you know all the 
different possible conditions, which may pro- 
duce such a set of symptoms, the diagnosis is 
rendered very much easier than it otherwise 
would be. You very soon come to see some 
symptoms or signs which enable you to narrow 
the inquiry. You may in this way be able to 
o;3cclude first one thing and then another, or 
to see something which decides the diagnosis in 
favour of one cause or another 


Now in a suspected case of acute irritant 
poisoning— *when a patient is suddenly seized 
with pain in the abdomen, and ospucially in the 
region of the stomach, when there is vomiting 
and collapse, — the first question which we have 
to try and decide is, whether the symptoms are 
the result of acute irritant poisoning or of 
disease. I do not propose to enter into details as 
to the differential diagnosis of the different forms 
of acute irritant poisoning. That information 
you get in your lectures on medical jurispru- 
dence ; but the differential diagnosis of irritant 
poisoning and diseased conditions simulating 
it, is a matter which belongs to medicine quite 
as much as to medical jurisprudence. It is a 
very interesting subject. When I held the 
chair of medical jurisprudence in the Univer- 
sity of Durham, I used to go into great detail 
regarding this point. The text books on medi- 
cal jurisprudence do not, so far as I am ac- 
quainted with them, consider the subject so fully 
as, in my opinion, it deserves to be considered. 
I have personally met with a variety of differ- 
ent cases in which this question of diagnosis 
has had to be determined, either during life 
or after death. 

The first point, as I have already said, is to 
ascertain whether tlie symptoms can be directly 
attributed to anything which has been taken in 
the form of food, drink, medicine, &c. The fact 
that the pain in the stomach and vomiting did 
occur immediately after, or soon after, eating or 
drinking, is suggestive of acute irritant poisoning, 
but by no means conclusive. I will j^resently 
mention to you some cases illustrative of this 
point. 

The character of the vomited matters is an 
important point. The fact that the vomited 
matters contain blood— have tlie coffee-ground 
character — ^granting that we can exclude ulcer 
of the stomach (one of the diseased conditions 
which most closely resembles irritant poisoning), 
is very strongly in favour of irritant poisoning. 
It is important, however, to remember, that 
coffee-ground vomiting, or the vomiting of blood, 
is by no means always present in acute irritant 
poisoning. 

When there is no blood in the vomit, the 
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character of the vomited matters usually fails 
to give any definite information, until a chemical 
analysis is ipade. Now, few practitioners are 
able to make a satisfactory chemical analysis ; 
and the few, who have the knowledge, do not, 
of course, carry chemical reagents and apparatus 
about with them in private practice; so that, 
for the purposes of immediate diagnosis, the 
chemical analysis may usually be left out of 
account. 

It is very important, however, to remember, 
that in every case of suspected irritant poisoning, 
the vomited matter should be carefully collected, 
sealed up, and set aside for future examination. 
For the same reason it is of the utmost im- 
portance, when it can be obtained, to secure 
some of the food or drink which the patient took, 
just before he was seized with the symptoms. 
It is ifnportant also to secure, for chemical 
analysis, any urine- which is passed after the 
symptoms develop. It is impossible to overrate 
the importance of being alive to these points. 

The occurrence of diarrhoea, as well as vomit- 
ing, is suggestive of irritant poisoning, but by 
no means- conclusive, as we shall presently see. 

The fact that several persons have been 
simultaneously attacked with symptoms sug- 
gestive of irritant poisoning (pains, vomiting, 
&c.), soon or immediately after partaking of a 
meal, is, of course, most important oon*obora- 
tive evidence in favour of poisoning. It is not, 
however, conclusive. I will presently mention 
a case in point. . 

The fact that the symptoms occurred sud- 
denly in the midst of apparent health, is highly 
suggestive of acute irritant poisoning. It is 
not, however, conclusive. Some diseased con- 
ditions, which produce symptoms closely re- 
sembling those of irritant poisoning, develop 
suddenly, or are latent at all events until the 
final outburst, so to speak, of acute symptoms 
occurs. 

. A careful inquiry into the previous state of 
health of the patient is qt the utmost import- 
ance, in many cases, for the purposes of differ- 
ential diagnosis. In the great majority of cases 
of disease, in which symptoms suggestive of 
irritant poisoning suddenly develop,.^ careful 


inquiry into the previous history will shew 
that the patient, before the appearance of the 
symptoms, was obviously out of health. It 
will be ascertained, in most cases, at all events, 
that he was suffering from some symptoms sug- 
gestive of those diseased conditions, in the 
course of which complications or accidents, likely 
to be attended with the sudden occurrence of 
pain in the abdomen, vomiting, and collapse 
(the symptoms suggestive of irritant poisoning), 
are apt to arise. 

The fact that the patient has been suffering 
from such diseased conditions does not, of 
course, absolutely exclude acute irritant poison- 
ing, for a diseased person may be poisoned as 
well as a healthy person; but it renders the 
probability of poisoning unlikely. It is very 
strongly in favour of disease rather than 
of poisoning. 

Let me now refer to some of the diseased 
conditions in which symptoms suggestive of 
acute irritant poisoning may occuri, I shall 
only allude to those conditions in which 
symptoms suggestive of irritant poisoning may 
occur in the midst of what appears to be good 
or perfect health. I shall leave out of account 
all those conditions in which the patient 
has obviously been ill before the symptoms 
suggestive of poisoning developed — such con- 
ditions, for example, as typhoid fever or tuber- 
cular ulceration of the intestine. In typhoid 
ulceration, more especially, a sudden perforation 
of the gut, may be attended with acute pain 
in the abdomen, vomiting, and collapse. But 
the fact that the patient was known to be 
suffering from typhoid — in the course of which 
perforation with the symptoms I have men- 
tioned is of not infrequent occurrence — would 
at once negative any idea of irritant poisoning. 
No man of ordinary common sense and good 
judgment would think of irritant poisoning 
under such conditions, unless there were some 
suspicious circumstances suggestive of that con- 
dition. Irritant poisoning migh^, of course, 
occur in the course of typhoid or other diseased 
conditions, in which vomiting, pain in the 
abdomen, and collapse may arise suddenly as 
the result of natural causes, of disease. The 



SmiCTpRE OF tffE (BS0 PHA<tUS' 


differential diagiiosis of such cases— fortunately 
very rare indeed* — might be impossible. Irri- 
tant poisoning under such circumstances would 
probably escape notice; the symptoms would 
naturally be thought to be the result of the 
disease. It would only be a very sharp and 
acute observer, thoroughly skilled and ac- 
quainted both with the symptoms of disease 
and, with the symptoms of irritant poisoning, 
who would under such circumstances be likely ' 
to suspect or diagnose poisoning. 

Violent vomiting, diarrhoea, collapse, and in 
some cases pain in the stomach or abdomen, , 
are sometimes due to eating poisonous fungi, 
putrid meat, stale fish, &c. In such cases the 
symptoms may very closely resemble those of 
poisoning by arsenic or other metallic irritants. 

Milk which is in a state of decomposition 
may produce in children the most violent 
vomiting and diarrhoea. I remember one of 
my own children being suddenly seized with 
alarming symptoms of this kind after taking a 
drink of milk. I satisfied myself that the milk 
was in a state of decomposition, and that it did 
not contain any ordinary inorganic poison. 
The differential diagnosis of cases of this kind 
and of ordinary irritant poisoning, such as 
arsenical poisoning, is in some cases impossible 
without a chemical analysis. In poisoning by 
a metallic irritant, pain in the stomach is, I 
think, usually greater and perhaps more localised 
than in those cases in which the symptoms 
result from poisoning by fungi, putrid meat, 
&c. Nervous symptoms, too, are much more 
apt to be produced, where the irritant is a 
ptomaine, or poisonous fungus. In some cases 
indeed of poisoning by fungi, the symptoms 
rather resemble those of a narcotic than an 
irritant poison. 

The differential diagnosis of chronic irritant 
poisoning (poisoning by arsenic, corrosive sub- 
limate, &c.), in a diseased person is also a subject 
of great difficulty, but of real importance, as the 
celebrated May brick case has so recently shewn. 
In some future number of these Studies I will 
consider the differential diagnosis of chronic 

* I am referring to acute rather than chronic irritant 
poisoning. 


irritant poironing and of disease,— a . subjeet 
which was referred to but not considered in 
detail at this Clinic. 

The following, then, are some of the more 
important diseased conditions, which may be 
altogether, or apparently altogether, latent, and 
in the course of which symptoms (such as vomit- 
ing, pain in the abdomen, collapse, and possibly 
diarrhoea), suggestive of acute irritant poisoning 
may arise. 

Simple or perforating ideer of ths stomach . — 
Several cases, in which the symptoms attending 
the sudden perforation of a simple ulcer of the 
stomach, have been thought to be due to acute 
irritant poisoning, have come under my own 
observation. I will mention one or two. 

Several years ago, I was asked by iny friend 
Mr Page, at that time police- surgeon in New- 
castle, to assist him in making a postmortem 
examination on the body of a servant girl, who 
had died with symptoms which it was thought 
might have been the result of poisoning. She 
had, it was stated, been perfectly well until the 
day before. So far as we could ascertain, she 
had, prior to her last sudden illness, made no 
complaint. So far as was known, she had not 
suffered from any of the symptoms of gastric 
ulcer. The day before her death she was seized, 
soon after eating her dinner, with violent pain 
in the region of the stomach ; she vomited 
repeatedly ; became collapsed, and wont to bed. 
Sonif wann fomentations were applied over the 
abdomen, and some stimulants and laudanum, 
if I remember right, were given to her. She 
was not seen by any medical man. How she 
passed the night was not known, but the next 
morning she was found dead in bed. The 
death, you will observe, was unusually rapid. 
The Coroner was very naturally communicated 
with; and Mr Page and myself were asked to 
investigate the case. 

We found the patient a remarkably well- 
nourished young woman. On opening the 
abdomen, diffuse peritonitis was found to be 
present; the contents of the stomach were 
extravasated into the cavity of the peritoneum , 
and the cause of the extravasation was found 
to be a perforating ulcer of the stomach. I have 
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ihi^ specimen in my museum (see figs. 80 and 81 ). 
It is as typical and beautiful an example of 
simple perforating ulcer of the stomach as it is 
possible to see. The peritoneal surface of the 
ulcer is remarkably clean cut and well defined ; 
it presents the characteristic gouged-out appear- 
ance, described in the books, in a very typical 
way. The gastric surface is also quite charac- 
teristic; the great size of the ulcer at the level 
of the mucous surface of the stomach, and the 
gradual diminution by a series of stages or steps, 
from the surface of the stomach, through the 
muscular coat, to the peritoneal surface, is 
admirably shewn. 

Another very striking case of the same kind 
(a simple ulcer of the stomach, suddenly per- 
forating, the ulcer being so far as was known 
unattended with previous symptoms) occurred 
when I was pathologist to this Infirmary. A 
big, robust policeman, one of the biggest and 
finest men in the force, who so far as I re- 
member, from the account which Dr Affleck 
gave to the students at the autopsy, had not 
previously complained of being ill, was brought 
into the Infirmary, suffering from peritonitis. 
He died, and on making a post-'imrtem exa- 
mination I found exactly the same state of 
matters. Dr Aflleck, in whose ward the patient 
was, has, I believe, the specimen in his possession. 

After the publication of the first number of 
these Studies, a medical friend kindly sent me a 
cutting from a newspaper, in which a case of 
supposed irritant poisoning is recorded, the 
symptoms being also due to the sudden rupture 
of a gastric ulcer. 

The report of the case, as reported, is as 
as follows : — 

The alleged suspicious death of a servant girl. 
—The Borough Coroner (Dr D. Wightman) 
held an inquest at the New Inn, Ecclesall 
Eoad, yesterday, as to the cause of death of 
Mary Wilson, twenty-three, who was a domestic 
servant in the employ of Mrs Margaret Smith, 
widow, Broomhall Place, and who died, under 
circumstances that were thought to be sus- 
picious, on Wednesday morning last. — Isaac 
Wilson, wheelwright^ said he had resided about 


thirty-five years at Pore, but he had just gbfie 
to live at Fulwood. His dau^tcr 
fairly healthy until the last few weeks, wben 
she had complained of pains in het ^ 
Eleven weeks ago, she visited her home; and he 
had not seen her since. — ^Mr Lockwoodi surgeoh,; 
Abbeydale Eoad, said he had made a post- 
morteni examination of the deceased. The 
cause of death was peritonitis and shock, caused 
by a ruptured ulcer of the stomach. The ulcer 
might have been there for some length of time> 
and would produce great pain. There was no 
suspicious circumstance about her death. — The 
Coroner said he thought he need call no further 
evidence. The girl, when taken ill, was clean- 
ing the fire grate, and as soon as Mrs Smith 
thought she was seriously ill, she sent for Dr 
Thomas. That gentleman prescribed for her, 
but she died after having been seen by the 
doctor’s assistant. The evidence of- Mr Lock- 
wood was conclusive. The jury returned a 
verdict accordingly.” c ^ . 

In the policeman’s case there was not, so far 
as I know, any suspicion of poisoning. I men- 
tion it simply to show you that an ulcer of the 
stomach, which has apparently been latent, 
may suddenly rupture, and produce violent 
symptoms. 

Now in the great majority of cases in which 
an ulcer of the stomach ruptures, the previous 
history of the case — a history of dyspeptic symp- 
toms, vomiting, and pain after eating, vomiting of 
coffee-grounds, anaemia, etc. — gives very import- 
ant information, which enables us to diagnose or 
suspect ulcer, and so to exclude acute irritant 
poisoning. But in some cases, there are no 
previous symptoms ; or, what is perhaps more 
likely, in most cases of this kind at all events, 
the patient has not been known to complain jai 
symptoms suggestive of ulcer of the stomach.% 

If the patient were a servant girl, 
perforation should be suspected ; for, ais we all 
know, simple perforating ulcer is very common 
in such persons. The mere age and occupation 
of the patient are only, however, minor points. 
A servant girl may of course be poisoned as 
well as any one else. 




Fig. 80.— Perforating ulcer of the stomach, showing the clean- 
cut, punched-out appearance of the opening in the stomach, fls 
seen from the peritoneal surface. 
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B— The Differential Diagnosis of Acute 
Irritant Poisoning, and of Diseased 
Conditions resembling it. 

. A 

(Continued from page 200.) 

, Simple perforating ulcer of the duodenum is a 
much rarer condition than simple perforating 
^fer of the stomach. 

The sudden rupture of an ulcer of the 
duodenum into the cavity of the peritoneum is 
perhaps even more likely to be mistaken for 
acute irritant poisoning, than the sudden rupture 
of an ulcer of the stomach ; for a simple per- 
Eoratingulcer of the duodenum is more frequently 
lAtent, — ^unattended with definite and distinct 
gjihiptoins, — than a simple perforating ulcer of 
the stomachi 

Simple perforating ulcer of the duodenum, 
qulike simple perforating ulcer of the stomach, 
j^ more common in men than in women, and 
i^ore common at or after middle age than in 
ybung adult life. The symptoms may be very 
indefinite. Pain or uneasiness is in most cases 
complied of, but as a rule it comes on at a 
cojJ^erable interval, two hours or more, after 
taking, food ; while in simple perforating nicer 
of the stomach, the pain or uneasiness is usually 
i^niplaihed of immediately or soon after eating, 
in some cases of perforating ulcer of the 


duodenum, little or no pain is complained of. 
Vomiting may be entirely absent. In many 
cases, however, there is the sudden discharge of 
a large quantity of blood into the duodehum. 
In some cases, the blood regurgitates into the 
stomach, and is expelled by vomiting ; in others 
— and this is most frequent — there is no 
vomiting of blood, but some hours after the 
occurrence of symptoms indicative of internal 
bleeding, a large quantity blood of is passed by 
stool. Usually, palpation will elicit the pre- 
sence of some tenderness on pressure in the 
situation of the duodenum. In some cases, in 
which the nicer is situated in close proximity 
to the orifice of the common duct, there is 
jaundice. This symptom is usually the result of 
the cicatricial contraction of the ulcer, narrowing 
or obstructing the orifice of the duct, and so 
preventing the passage of bile into the intes- 
tines. 

I have been induced to describe the chief 
symptoms and signs of simple perforating 
ulcer* in detail, because the condition is rare, 
its clinical features are in many cases very 
obscure, and the subject is one with which many 
practitioners are very imperfectly acquainted. 

The diagnosis of perforating ulcer of the duo- 
denum is in many cases impossible during life. 
The condition may be suspected, but cannot be 
positively diagnosed, unless the ulcer has opened 
into a vessel, and given rise to hiemorrhage. 
The occurrence of symptoms and signs indicative 
of internal haemorrhage, followed by the passage 
of tarry stools, is the only symptom of real 
diagnostic value. It must be remembered that, 
when a large vessel is opened into, some of 
the blood may regurgitate into the stomach, 
and may bo' expelled by vomiting, as well as 
by stoo 
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The differential diagnosia of perforating ulcer 
of the stomach and of perforating ulcer of the 
duodenum, may under such circumstances be 
impossible The facts that the patient is a male, 
middle aged, and that the pain or uneasiness in 
the region of the stomach occurred, not imme- 
diately, but at an interval, after taking food, 
should suggest the possibility of the ulcer being 
duodenal But a positive diagnosis cannot be 
given on these grounds, for the same conditions 
may be present when tlie ulcer involves the 
stomach. 

If these symptoms occurred in a middle- 
aged man, who had previously complained of 
obscure dyspeptic symptoms (pain or uneasiness 
in the region of the stomach or duodenum, 
the pain coming on, not immediately after, 
but at an interval after, taking food) ; if the 
patient were well nourished, and did not present 
the emaciated and cachectic appearance which 
is usually associated with malignant disease; 
and if there was no tumour or cancerous growth 
to be detected in the abdomen, a positive 
diagnosis of simple perforating ulcer of the 
duodenum might probably be ventured upon. 

In one case, which presented these features, 
and in which I definitely diagnosed the presence 
of a simple perforating ulcer of the duodenum, 
the correctness of the opinion was verified by 
post-mortem examination. In another case, 
in which I also gave a positive opinion, the 
patient died, with symptoms of profuse hemor- 
rhage — ^but a post-mortem examination was not 
obtained. 

Exceptionally the rupture of an ulcer of the 
duodenum may be attended with immediate 
(sudden) death. I know of one case in which 
sudden death was produced in this way ; the 
patient was a medical man; and curiously 
enough, in another ease of perforating ulcer of 
the duodenum, which came under my observa- 
tion some ten years ago, the patient was also a 
medical practitioner. 

Now, the sudden rapture of \a simple per- 
forating ulcer of the duodenum iil^to the cavity 
of the peritoneum may, as I have already 
stated, be attended with symptoms which are 
highly suggestive of acute irritan^ poisoning. 


^ .Because of the fact that the sypiptbms of .simple 
’ perforating ulcer of the, duodepuin aye .ifi*maffjr 
cases so indefinite — ^in other words, btoause of 
the fact that simple perforating ulcw of t^ 
duodenum is in many oases so entirely latent-— 
the differential diagnosis of the sudden rupture of 
a duodenal ulcer and of acute irritant poisoning 
might, from the symptoms alone, be impoMible 
during life. An accurate chemical analysis of 
the vomited matters, if there were vomited 
matters, might be the only possible means of 
distinguishing the two conditions during the 
life of the patient. In cases of ulcer of the 
duodenum which perforate, the vomiting is 
usually much less marked than in cases of 
acute irritant poisoning. This is a point of con- 
siderable diagnostic value. 

If it were ascertained that a person, who had 
been suddenly seized with pain in the abdomen, 
with vomiting, and collapse — symptoms com- 
mon to acute irritant poisioning, and the sudden 
rupture of a perforating ulcer of the duodepum 
— ^had previously suffered from the symptoms 
of internal haemorrhage, and had after the 
occurrence of such symptoms passed blood by 
the bowel, or had vomited blood ; and that he 
had previously complained of pain or uneasiness 
in the region of the stomach, and of dyspeptic 
symptoms, a positive opinion of disease (ulcer 
of the stomach or duodenum) might be 
ventured upon. 

From this description, it will be apparent 
that the symptom above all others which is of 
real diagnostic value for the diagnosis of simple 
perforating ulcer of the duodenum, and for the 
differential diagnosis of the sudden rupture of a 
perforating ulcer of the duodenum, and of acute 
irritant poisoning, is a history of internal bleed- 
ing, and the passage of blood by the stools. As 
I have also stated above, the vomiting is, as a 
rale, much more urgent in acute irritant poison- 
ing than in ulcer of the duodenum ^hich has 
perforated. 

After the above was written (for the paragraph 
relating to perforating duodenal ulcer was added 
afterwards, and was not communicated to the 
students at the clinic), I received a letter froin 
my friend Mr Frederick Page of Newca^tie-cai- 








Says :~« The case of mine you 
qtuote W&3 singularly brought to my mind a little 
time I have seen several others very like it. 

I got a hasty summons to Middlesboro, and on 
arrival found the patient dead. He had been 
seized the day before with acute pain in the 
pit of the stomach, for which opium was given ; 
he got no relief, and died early the next day. 
I suggested that there was perforation, but was 
doubtful as to where. On a post-mortem exam- 
ination, an ulcer was found to have given way 
on the deep surface of the duodenum. The 
man was some 40 years of age, in a good 
position, and had not been ill.*' 

The rupture of an extra-uterine, or as Mr 
Lawson Tait terms it, an ectopic gestation, may 
be attended with great pain in tlie abdomen, 
collapse, vomiting, and even in some cases 
diarrhooa. . These symptoms may occur so sud- 
denly, and in the midst of such apparent good 
health, that they may be thought to be due to 
acute irritant poisoning. 

I have in my possession a very beautiful 
specimen of extra-uterine gestation, in which 
the suspicion of irritant poisoning was actually 
entertained. The patient, a young unmarried 
woman, while dancing at an evening party, was 
seized with pain in the abdomen. She vomited 
repeatedly, was taken home and died, some six 
or seven hours afterwards. My friend Dr 
Wilson of Wallsend, to whom I am indebted 
for the specimen, was called to see her, but ^ 
found her dead. It was thought that she 
might have been poisoned by something she 
had eaten at the party. The Coroner was 
consequently communicated witli. At the 
post-mortem examination, the abdomen was 
found full of blood; it had escaped from a 
ruptured extra-uterine gestation. (A drawing 
of the specimen, which is represented in fig. 82, 
was made on the black board.) The specimen 
is a very beautiful one. A piece of whale bone 
has been passed from the vagina (v) into the 
cavity of the uterus. The cavity of the uterus 
is slightly enlarged ; it contains, you will see, 
a small mass of decidua. The right Fallopian 
tube and ovary are normal. A cyst, fully the 
size of a duck's egg, is situated apparently 


in the broad ligament, between the uterus 
and the fimbriated extremity of the left fallo- 
pian tube. The cyst is completely filled with 
placenta. The membranes in the cyst are in 
situ and undisturbed. The cyst contains no 
blood; it is completely filled, as I have just 
stated, with the placenta and its membranes. 
The foetus, which measures three inches in 
length, is lying in the cavity of the peritoneum. 
It is attached, you will see, to the placenta by 
the umbilical cord. The ruptured orifice in the 
cyst is small and circular, it measures one inch 
by three-quarters of an inch. A small mass of 
the placental villi, from which the fatal bleeding 
had taken place, is seen projecting througli the 
rupture into the cavity of the peritoneum. 

Now it is obvious that tlie foetus was not, at 
the time of rupture, contained in the Fallopian 
cyst. The cyst is completely filled with the 
placenta and the membranes, and the opening 
in the cyst is so small, that even if tlie fintus 
had been in the cyst, it could hardly liave 
escaped through it. 

Possibly a sac of membranes, whicli was 
cleared away in removing the clots from the 
cavity of the abdomen, surrounded and included 
the foetus. There is, however, no evidence of 
this, so far as I can see, in the preparation. 
Another explanation which has been given me 
by Dr Hart, who has kindly examined the 
specimen, is, that the fatal rupture which caused 
the bleeding may not have been the first rup-^ 
ture. According to this view, tlie foetus was 
for a time contaiiuid in the Fallopian cyst ; the 
cyst ruptured at an early stage of the pregnancy ; 
and tlie foetus escaped into the cavity of the 
abdomen ; at the time of this first rupture, there 
was no bleeding ; the foetus continued to grow 
in the cavity of the peritoneum, and the placenta 
continued to grow in the cyst from which the 
foetus had escaped; ultimately, at the third 
month of pregriancy, the Fallopian cyst, which 
was now completely filled with placenta, rup- 
tured a second time, and the fatal bleeding 
occurred. This seems a very plausible explana- - 
tion. In ail)' case, the specimen is of great 
beauty and of considerable interest. 

The notes of the case were read at a meeting of 
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thdi JTortii of England Branch of the British 
Medical Association^ which was held at Tyne- 
mouth, on the 29th of April 1876. The fol- 
lowing is the report of the case, which was 
published by Dr Wilson, in the British Medical 
Jmrml for June 5th, 1875, page 746 : — 

“ About 5 a.m., on September 9th last, I was 
sent for,” says Dr Wilson, “ to see M. A. R, 
aged 22, who was said to be dying. I knew 
the girl, and had indeed seen her at my surgery 
on the previous afternoon, when she came for 
her father’s medicine. She then appeared to be 
in robust health. When I arrived at the house, 
I found her dead. She lived with her father, 
who was a widower, and attended to his house- 
hold. He gave me the following account of 
the circumstances immediately preceding her 
death. She had gone to a dancing party on the 
previous night, and, after dancing a short time, 
complained to her partner that she was in pain. 
He procured her a small quantity of brandy, 
which relieved her, and she resumed the dance. 
She was, however, obliged to desist, and sought 
her home at about eleven, or near midnight. She 
then suffered from severe pain in the abdomen. 
Her father, who alone was present during the 
night, told me that the symptoms were, violent 
retching and vomiting at intervals, with severe 
abdominal pain. About 4 a.m., she expressed a 
desire to have her bowels relieved, and rose for 
that purpose. After sitting a short time, she 
fainted, and being removed, to bed, died shortly 
afterwards. I was told by a neighbour that 
she had not been regular for three months, and 
had been taking medicines with the object of 
re-establishing the catamenial functions. The 
case was so peculiar and suspicious, that I 
thought it advisable that an inquest should be 
held. This was done, and I made a post-mortem 
examination on the evening <jf the same day, 
assisted by Dr Huntley of Jarrow. 

“As the possibility of poisonfeg was not over- 
looked, care was taken to have citable vessels 
to contain the necessary viscer|.. There were 
no external features deserving ^ remark. To 
all outward appearance, the bodj|; was that of a 
well-nourished healthv^irl. T% os uteri in- 
dicated that the utmiis was ui^mpregnated. 


The abdomeh was cohsiderahly diatehd^^ 
at the lower part, emitted a dull sotitid oil 
percussion. We examined the contents oi the 
cavities of the head and chesty and foundiall the 
organs in a perfectly sound and healthy state;- 
On making an incision into the abdomen^ ho^f 
ever, we were somewhat surprised to find the 
peritoneum filled with a large quantity of 
clotted blood, which directed our suspicions to 
the true nature of the case. During the 
removal of this blood, a foetus was discovered 
floating in it, and a further exploration revealed 
the Fallopian tube dilated and ruptured, with a 
placenta protruding through the rent. The 
case itself is not a very unusual one; indeed, it 
is perhaps the most common variety of extra- 
uterine gestation. But its surroundings, and 
the fact of its occurring in an unmarried 
woman, who had had no children, invest, it 
with an interest which it seemed to me might 
be of service from its medico-legal bearing, as 
an aid to diagnosis in any similar contingency.” 

Cases of extra-uterine gestation of this descrip- 
tion, in which the sac ruptures at an early stage 
of utero-gestation — usually about the sixth 
week — and in which alarming symptoms, which 
may resemble more or less closely those of 
acute irritant poisoning, are suddenly produced, 
are by no means very uncommon. I have my- 
self met with one other case, which was not, how- 
ever, verified by post-mortem examination, in 
which I am satisfied that the rupture of a 
Fallopian pregnancy was the cause of death. 
As Mr Lawson Tait, whose work on this subject 
deserves, in my opinion, our warmest approba- 
tion, has pointed out, that the only satisfactory 
treatment in such cases is to open the abdoW 
men, pass the hand quickly into the pelvis, feel 
the position of the uterus, then pass the hand 
along the broad ligament, first on one side, and 
then, if the extra-uterine sac is not found on 
that side, along the broad ligament on the* 
opposite side. If the sac which contains the 
extra-uterine gestation is not found in coniiec^ • 
tion with the broad ligament which is 
examined, it is sure, Mr Lawson Tait stafe^^ 
to be situated in connection with tbh 
ligament on the other sidOi for there is no other 
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sudden rupture of aU 
aneurism of one of the large vessels of the abdo- 
men; and: the rupture of a dilated or 

v^icbse vein, I should say, alone excepted — in 
which, in an apparently healthy woman, a large 
(Quantity of blood is rapidly extravasated into 
the cavity of the abdomen, with the production 
of symptoms which I have just described. 

The broad ligament, with wliich the extra- 
uterine gestation is connected, should then be 
drawn out of the pelvis, transfixed and liga- 
tured, and the cyst removed. 

At a recent ‘meeting of the Eoyal Medical 
and Chirurgical Society of London (reported in 
the Lancet of November 16th, 1889), a discus- 
,sion took place on the subject of extra-uterine 
gestation. Considerable difference of opinion 
seems to have been expressed as to the treat- 
ment which should be adopted in cases of 
ruptured Fallopian gestation. It may, I pre- 
sume, be granted, as was stated by more tlian 
one of the speakers, that the rupture of a 
Fallopian gestation is not always fatal. But 
one great authority went so far as to say 
that " his own impression was that those which 
were let alone did quite as well as those which 
were operated upon.” 

To me, with my comparatively small know- 
ledge of gynaecological matters, this seems a 
very remarkable statement. 

That many women do die from the haemor- 
rhage into the peritoneum which attends the 
rupture of a Fallopian gestation, every one 
must allow. That some of the women who 
would die can be saved by opening the abdomen 
an<|,, arresting the haemorrhage, must also, I 
Aihlk, be granted. Further, I presume it is 
^Impossible to say in which cases the haemor- 
rhage will prove fatal and in which a natural 
arrest will occur. 

Nou; if these propositions be granted, it must 
TI tfiink, be conceded that the practice which Mr 
Lawson Tait advocates is both logical and correct. 
The only possible argument against opening 
the abdomen and endeavouring to arrest the 
b^emorrhage, under such circumstances, would 
appear to be that the additional risks which 
this bperation entails — the risks of aggravating 


the hfemorrhage or of producing subsequent 
sepsis — are greater than the risks of leaving 
the patient alone in the hope that the haemor- 
rhage will be arrested by nature. 

Now the risk of sepsis, in the case of au; 
intra-peritoneal hfcmorrhage, such as is present 
under the conditions which we are consider- 
ing, may, I presume, be said to be very small. 
(It is necessary to draw a sharp line of dis- 
tinction between intra-peritoneal and extra- 
peritoneal luemorrhage. No one, so far as 
I know, not even Mr Lawson Tait himself, 
advocates the opening of an extra-peritoneal 
hsematocele. Mr Tait, I believe, distinctly states 
that such a procedure is not only uncalled for 
by the urgency of the symptoms, but is actually 
harmful.) 

The risk of aggravating the bleeding by 
operation and manipulation, and so killing the 
patient, is, so far as I am able to weigh the 
evidence and give a judgment on the point, 
decidedly less than the risk of allowing the 
luemorrhage to continue with the hope that a 
natural arrest may occur. 

Further, I would point out that in desperate 
cases, in which the patient is practically pulse- 
less, and in which the slight additional hannor- 
rhage which the opening the abdomen and the 
manipulative interference in the pelvis does 
presumably favour, we have in transfusion a 
means of averting this danger. 

• In the hands of Dr John Duncan, Dr Cotterill, 
and other surgeons, the injection of saline solu- 
tions into the vessels has been proved to be a 
valuable means of dealing with such desperate 
conditions, in ordinary surgical practice. If 
bleeding, which seemed likely to prove fatal, 
were taking place/n any ordinary surgical case, 
no one would, I presume, be content to wait in 
the hope that a /natural arrest of the ha3mor- 
rhage might be (lirected. Every surgeon would, 
I presume, und^ such circumstances, make an 
effort to expose/ the bleeding point and to secure 
tlie bleeding v^fesel. If the patient were pulse- 
less, it probably might be advisable, before pro- 
ceeding to exj^ose the bleeding point, to perform 
transfusion. 

It is now ^ome y^s since I took 
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part either in surgical or gyngecological prac- 
tice, but the statements which I have just made 
represent the subject, so far as my limited 
knowledge and limited experience enable me to 
represent it. 

At any moment, any one of us, who is engaged 
in active practice, may be brought face to face 
with a case of ruptured Fallopian gestation. 
Eare as the condition is, one can never tell 
when it may arise. The consulting physician 
does undoubtedly, though fortunately very 
rarely, meet with such cases. It is conse- 
quently » necessary to have some knowledge on 
the subject, and to be prepared to give some 
opinion — for in such emergencies it may be 
impossible to secure an adviser who is in the 
habit of dealing with such cases. 

For my own part, and with the limited 
knowledge I have of the subject, I unhesi- 
tatingly affirm, that if any one in whom I were 
interested were bleeding into the peritoneum 
from a ruptured Fallopian gestation, I would, 
provided that a competent operator could be 
obtained, advise that the abdomen should be 
opened, and an attempt, at all events, made 
to arrest the haemorrhage by surgical inter- 
ference. 

Although the sudden rupture of an extra- 
uterine gestation, may resemble in some of its 
features acute irritant poisoning, the differential 
diagnosis is not in reality difficult. There is 
one symptom or sign which is characteristic of 
the rupture of an extra-uterine gestation, and 
which is not present in acute irritant poisoning, 
and that is, the pallor and bloodless condition of 
the patient. In the vast majority of cases, the 
presence of marked anaemia would absolutely 
decide the question. It is, of course, possible 
that a wopian who was sufferimg from chlorosis 
or pernici6us anaemia might Ibe poisoned. In 
such a case you would have the symptoms 
of acute irritant poisoning, aM, in addition, 
marked pallor and anaemia. But in such a 
case, the history would help ud to decide the 
question. On inquiry, the fact v|)uld be elicited 
that the patient was pale and ^aemic before 
the acute symptoms developed; iii other words, 
that the bloodless^condition was ni^t the result 


of the acute seizure — did not result from the 
same cause as the abdominal pain and vomit- 
ing. 

Then again, the anaemia which attends the 
rupture of the extra-uterine fo 0 tation, is acutely 
progressive; every now and again the patient 
faints, or complains of feeling faint, as more and 
more blood is every now and again extravasted. 
In many cases of ruptured extra-uterine gesta- 
tion, the rupture can be distinctly traced to some 
strain or unusual exertion. In my experience, too, 
women who are suffering from chlorosis or per- 
nicious anaemia, do not,as a rule, become pregnant, 
even supposing they are married. The vomit- 
ing, too, which attends the rupture of an extra- 
uterine gestation,is in many cases rather retching 
than the evacuation of any considerable quantity 
of stomach contents ; while the vomited matters 
never, so far as I know, contain blood ; and the 
pain and tenderness are referred to the lower 
half of the abdomen, rather than to the region 
of the stomach. I repeat, that the profound 
and rapidly developed anaemia, and the tendency 
to repeated fainting, are ibhe essential features 
on which the differential diagnosis has to 
be based. Irrespective of the other points 
which I have mentioned, they are usually quite 
sufficient to decide the question, and to distin- 
guish the rupture of an extra-uterine gestation 
from acute irritant poisoning.* 

The symptoms which attend the sudden rupture 
of a hydatid cyst connected with the liver, or other 
abdominal viscus, might also be mistaken for the 
symptoms of acute irritant poisoning. Sudden 
pain in the abdomen, vomiting, collapse, and 
subsequent acute peritonitis, would probably 
result from the sudden rupture of a hydatid 
into the cavity of the peritoneum. The same 
symptoms may be due to the rupture of an 
ovarian tumour, or of an abscess in the ovary. 
Very similar symptoms may also, I believe, be 

* Some further remarks on extra-uterine gestation wer& 
made at tliis clinic, and the leading particulars of two other 
cases which had come under Df Byrom Bramwell’s own 
observation were detailed to the students. As these cases 
do not bear upon the present a^estion — ^the diiTereutial 
diagnosis of extra-uterine gestation and acute irritant poison- 
ing — ^they will be separately recorded in the next humbor of 
these Studies* 
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due to the sudden twisting of the pedicle of an 
byarito tumour. ' 

It is possible, therefore, that any one of 
these conditions may be mistaken for acute 
irritant poisoning. In the case of an abscess 
in the owry, a careful inquiry into the pre- 
vious history would, in many cases, throw 
light upon the true nature of the case. It 
must, however, be remembered, that when a 
woman is collapsed, suffering acute pain, and 
vomiting, it is not always easy or possible to 
obtain an exact history of the previous state of 
health, — to elicit a history of gonorrhoea, of 
pelvic distress, of pain preceding menstruation, 
or of menorrhagia. Further, it must be re- 
membered that prostitutes, who are perhaps more 
liable than any class of women to suffer from 
gonorrhoeal inflammation of the Fallopian tube 
and ovary, are also perhaps more liable to suffer 
from violent deaths of all kinds, including acute 
irritant poisoning, than the majority of the 
female population. In many cases, however, 
of abscess of the ovary, which have suddenly 
ruptured, and are attended with symptoms 
suggestive of acute irritant poisoning (sudden 
pain in the abdomen, vomiting, and collapse), 
a careful inquiry into the previous state of 
health will show that the patient has pre- 
viously suffered from symptoms of local pelvic 
disease. 

It is different in the other conditions which 
I have just mentioned. In a case of hydatid* 
disease of the liver, or cystic tumour of the 
ovary, which suddenly ruptures, and in the case 
of an ovarian tumour, the pedicle of which 
bex5omes suddenly twisted, there may be absol- 
utely no history suggestive of previous disease. 
These conditions may have been entirely un- 
attended with symptoms,— entirely latent, — 
.until acute symptoms (pain, vomiting, and 
^H^jdapse) are developed. The differential diag- 
nosis of such conditions and acute irritant 
poisoning may, therefore, be attended, in some 
cases, with great difiiculty. 

The fact that the pain in the abdomen 
developed after a blow, strain, or violent eflbrt 
of any kind, would be of importance. If the 
syhiptoms did not come on after eating or 
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drinking; acute irritant poisoning would bo 
contra-indicated. The fact that the pain was 
referred to the abdomen generally, rather than 
to the region of the stomach in particular, would 
probably also be of some value. The presence of 
blood in the vomited matters — ^granting that the 
observer was satisfied that the symptoms were 
not due to the presence of an ulcer of the 
stomach — would be in favour of acute irritant 
poisoning rather than of disease. The presence 
of diarrhoea would be suggestive of irritant 
poisoning. It must, however, be remembered, 
that diarrhoea does occasionally, though excep- 
tionally, occur in the diseased conditions which 
we are considering, — in connection with the 
sudden rupture of a hydatid or ovarian cyst into 
the cavity of the peritoneum. 

A pelvic examination, in the case of ovarian 
disease, might, of course, throw some light 
upon the case. 

A careful and judicial investigation into tlie 
whole facts of the case (the symptoms and phy- 
sical signs which are present) will doubtless in 
most cases enable a well informed and shrewd 
observer to come to a satisfactory conclusiou. 
But cases do, 1 -believe, every now and again 
occur in which the diagnosis' is attended with so 
much difficulty, that a positive opinion can only 
be arrived at by waiting and watching, or by a 
chemical analysis of the vomited matters. / 

In order that you may realise how complot^^ 
latent a hydatid tumour of the liver may j* 
will briefly mention the particulars of^ 
following case : — 

About fifteen years ago, a sailor 
to the Newcastle Infirmary under 
account of a lump in the right si^ which he 
stated was due to a blow which b p^d received 
the previous day. He stated ^\at he had been 
perfectly well until the rec(|;|; the injury. 
He had recently come ashOg^ ^nd while larking, 
with his companions, as^ailoire who have just 
arrived on shore frpm dong voyage are so apt 
to do, he had been thrown against a , 

post virhich was sticl^g upright in the ground. 
The right side of abdomen struck againet 
the post. The nexj^ay the part was painful, and 
on examining i he discovered a large lump. : 
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:|Ie felt satisfied that the lump was ndt there 
before, and not unnaturally attributed it to the 
ii injury. 

On examining the abdomen, a globular elastic 
swelling, about the size of an ostrich egg, could 
readily be detected in the right lumbar region. 
The swelling was somewhat tender to the touch, 
and gave distinct evidences of fluctuation. It 
appeared to be connected with the liver ; that 
organ was very, markedly enlarged, the per- 
cussion dulness extending high up into the 
right thorax. 

The tumour was diagnosed to be a hydatid of 
the liver, and the diagnosis was proved to be 
correct by puncture and examination of the 
cyst contents — the characteristic hydatid book- 
lets beingdiscovered. I neednot refer totheafter 
progress of the case, which I have recorded in the 
Edinburgh Medical JournaL I mention it now in 
order that you may realise how completely 
latent a large hydatid tumour of the abdomen 
may be. I may say, in passing, that given an 
irregular enlargement of the liver, which is 
painless^ unattended with fever,, emaciation — ^in 
fact, unattended with symptoms — ^you are (pro- 
vided that you are satisfied that the condition 
is not some peculiar congenital malformation), 
justified in giving a positive opinion that the 
case is one of hydatid disease. 

^ I may also take the opportunity of emphasising 
th\e fact that> in practice, we very frequently 
fiu^\an accidental blow or injury is supposed to 
be th^ cause of diseased conditions, which have 
escape^^ the observation of the patient, but 
which l^ve been present long before the receipt 
of the injury. In the third number of these 
Studies, I referred to this point, and detailed an 
extraordinary^ >case in which a skilled observer 
— a medical mhqn — was absolutely ignorant of 
the presence in abdomen of a large malig- 
nant tumour, fully^lhe size of a child^s head. 
The symptoms 'v^ich attend rupture of 
or the rupvhi^^ of an aneurism at 
^ of the aorta into\the sac of the pericar- 
^t/vu/nih, may, in exc^ptional\cases, resemble those 
due to acute irritant poisoning. 

An instructive case of Uis description is 
reported in the Lancet for Nov^ber 9th, 1889, 
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follows . . 

"At 6.30 a.m. of May 7 th, 1888, Mrs F.B., 
a field worker, about forty-eight years 
walked a distance of three miles and a half to 
her work in the fields. The police inforMatibh 
states, that for some years she had had ocear 
sional attacks of pain in the chestand breathless- 
ness, but in the intervals was apparently well 
and fit for her usual employment. At 8 a.m.-— 
that is, an hour and a half after leaving home-r- 
she became suddenly very ill, vomited re- 
peatedly, and complained of much pain in her 
' belly.' She was taken home in a cart, but 
medical aid was not obtained till next day. Dr 
Lawrie, who then saw her, depones : ^ I saw 
deceased at 10.30 a.m., and found her in bed 
complaining of very severe pain in the epi- 
gastric region, but not in the heart. She told 
me she had been taken ill in the fields the 
morning before, and had suffered the same pain 
as she had now; that she had vomited before 
being brought home, and had done so consider- 
ably since (no vomited matters had been pre- 
served) ; and that she had suffered this epigas- 
tric pain all night long, indeed, since ever she 
took ill. She was in so much agony as to be 
unable to explain anything. I thought her 
suffering from inflammation of the stomach or 
peritoneum, and said so, ordering stimulants, 
as there was great debility, and poultices to the 
abdomen. There was nothing noticeable in the 
character of the breathing. I had hardly left 
the house, not having gone far, when I was' 
recalled, and was only in time to see deceased 
expire, after an illness, I understand, of about 
twenty-six hours. It subsequently occurred to 
me that the death might have been due to 
irritant poisoning, though from the absence of 
marks in the mouth, not by the more usual 
corrosives, I understood the vomit had aU gone^ 
on the floor. In short, a certificate of death frotia 
natural causes being, in the circumstances, pro- 
perly refused, I was instructed, by the order of 
the Procurator Fiscal, to make, in conjtihctibn 
with the medical attendant, whose precogriitibu: 
I have just quoted, a post-mortem examinafibnj-: 

" The following are detailed excerpts froxn .t]be . 
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report, selected solely in resp^t ;0f itfieir 
vancy>. and irrespective of their order of sequence 
ip^^^bodyof that document; — 

■ The body, which was that of a female about 
6^: years of age, was well nourished, bordering on 
pfeity. . . . There were no marks of vomiting, 
or ; staining of the lips, tongue, or hands. . . . 
Tto-Stomach and gullet, which were ligatured 
add removed for separate examination, along 
with the upper portions of the small intestines, 
were all empty, healthy, and normal, exhibiting 
no erosion or inflammatory action on their lining 
surfaces. Some adhering mucus in the stomach 
had the usual acid, but no other distinctive 
odour. . , . The other abdominal organs and the 
pentoneum were healthy and normal. ... On 
opening the chest, the ijericardial sac was 
observed to be livid and tensely distended with 
large clots and dark fluid blood, which entirely 
surrounded and compressed the heart. The 
effusion was discovered to have found exit 
through a minute opening in an aneurism of 
the size of a bantam’s egg, involving the base or 
commencement of the aorta, that portion of it, 
namely, which is situated within the pericardial 
precinct. The aneurism occupied the front and 
lateral portion of the vessel, but may be con- 
sidered to be of spurious, diffuse, or consecutive 
type ; for by a process of ulcerative thinning, 
an opening of the size of a threepenny piece 
communicated with a sacculated condition of 
the corresponding portion of the pericardiunr 
itself. The outer or cardiac wall of the tumour, 
therefore, consisted of the pericardium only; 
and it was found that, on its anterior aspect, 
a minute opening, not larger than a single grain 
of rape seed, was the point where the haemorrhage 
had gained access to the pericardial cavity. The 
aorta exhibited the usual appearances of athe- 
romatous disease. . . . The heart was of normal 
size, but pale, soft, and friable ; its right and left 
cavities almost empty and partially contracted, 
its valves fairly competent; pericardial serosity, 
of course, ungaugeable. . . . Opinion; From 
the foregoing examination of the body of the said 
F, B., we are of opinion that death was caused 
by^ the rupture of an aortic aneurism; and, 
ftomthe small size of the rupture, that death 


diij suddenly, but after the lapse of 

some hours.* 

The severe pain, vomiting, and collapse, 
which may result from the passage of a gall stone, 
and in some cases of a renal calcuhis, may re- 
semble more or less closely the symptoms of 
acute irritant poisoning. 

The locality and character of the pain, the 
fact that the vomiting is not as a rule urgent 
(in many cases nausea rather than much vomit- 
ing), and especially the colour of the vomited 
matters, when taken in conjunction with the 
history of the case (in many cases, attacks of a 
like kind having occurred before), would usually 
enable a correct diagnosis to be made without 
any great difficulty. The after progress of the 
case, and the development of jaundice in the 
case of a hepatic colic, and of haematemesis in 
the case of renal colic, are of course conclusive. 

In some cases in which dbstmetion of the 
intestine js suddenly produced hy a twist or Icinck 
of the gut, a volvulus or an internal strangulation 
of any hind, the symptoms may be thought to 
be due to acute irritant poisoning. 

A very remarkable case of this description 
came under my observation some three years 
ago. On November 8th, 1886, 1 was asked by 
my friend Dr George Mackay, to see a boy, 
aged 12, who had suddenly been seized with 
pain in the abdomen and vomiting, and who 
was dying from symptoms which, it was thought, 
might perhaps be the result of acute irritant 
poisoning. The suspicion of irritant poisoning 
was largely based on the fact that the boy’s 
mother had also been seized, some seven or eight 
hours after the lad had become affected, with 
pain in the abdomen, vomiting, and diarrhoea. 

On arriving at the house, I found the boy in 
a dying condition — collapsed, the face and hands 
blue, the radial pulse imperceptible, the heart 
beating 170 times a minute. The ajjdomon 
was only slightly distended, but notwithstand- 
ing the collapsed condition of the patient, 
exquisitely tender to the touch; the external 
temperature was not elevated; there had b^n 
no vomiting for several hours. In the con- 
dition in which the boy was, any lengthened 
examination would have been e^el, and it 
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was not made; we contented ourselves with 
the administration of stimulatits, and doing 
what we could for the patient. As a matter of 
fact, he died some five or six hours after the 
consultation. 

On inquiring into the facts of the case, I 
learned that the boy had been well until three 
days previously. On the morning on which he 
was taken ill (Saturday, November 5th), he 
had gone out for a run before breakfast, as 
he was accustomed to do ; while running, he 
had complained of pain in the abdomen, and had 
been obliged to come home; as soon as he 
got into the house, he vomited. During the 
course of the day the pain in the abdomen 
and the vomiting had continued, and the boy 
had complained of being thirsty ; the vomited 
matters were of a dark brown or black colour. 
In the course of the morning, Dr Mackay was 
sent for ; he found the patient complaining of 
great pain in the abdomen, which was only 
moderately distended, and vomiting repeatedly, 
the vomited matters being of a black colour, 
and evidently containing blood; the bowels 
had been freely opened since the attack com- 
menced ; the patient was very thirsty. 

Opium and a dose of calomel were prescribed, 
and fomentations were applied to the abdomen. 
The patient did not, however, improve; the pain, 
vomiting, and thirst continued; the tempera- 
ture became elevated. There was never any 
great distention of the abdomen. The case 
went on from bad to worse, until the time of 
myVisit, when the patient had obviously only a 
few hours to live. 

Now if the case had stood by itself the sus- 
picion of acute irritant poisoning would pro- 
bably not have been entertained; the history 
of the case, the way in which the symptoms 
had developed, and the symptoms themselves 
—with, perhaps, the single exception of the 
vomiti^bf black stuff which resembled coffee 
grom^^and was supposed, and rightly sup- 
pose<f?to be blood— were in favour of disease 
(acd^ obstruction jof the intestine) rather than 
of irr^ant poisonihg. The distention of the 
abdomen was not, however, so great as one 
generally sees in acute intestinal obstruction, 


but this could perhaps be accountsd for by the 
very incessant and uigeht vomiting, which was 
quite exceptionally severe and frequent in the 
early stages of the attack. 

The fact which raised a suspicion of poisoning 
was this, that the boy’s mother, who had her 
supper with him the night before he took ill, 
was also seized with pain in the abdomen and 
vomiting some seven or eight hours after he 
had himself become affected. 

At the time I visited the boy, the mother was 
still suffering, and was confined to bed. 

Inher case, the symptomswere not very urgent ; 
there had been some pain and tenderness in the 
region of the stomach; she had vomited some half 
dozen times; the vomited matters did not,how:- 
ever, present any appearances worthy of note. 

At the time of my visit, there was no longer 
any pain or tenderness on pressure in the ab- 
domen; the vomiting had ceased, though she 
still felt inclined to be sick; her face was 
flushed ; her tongue furred ; pulse quick— 120 
in the minute ; the temperature 102® F. The 
vomited matters in the mother’s case had not 
been of a black or brown colour. 

Now the fact that both the mother and the 
boy had been seized with pain in the abdomen 
and vomiting was very suggestive that the 
symptoms were the result of some form of 
irritant poisoning. 

A careful investigation into the collateral cir- 
cumstances of the case tended, however, rather 
to negative than to establish this view. 

It appeared that the day before the patients took 
ill (November 4th) was the boy’s birthday. He 
had spent the afternoon at a relative’s house, 
and had eaten a bun coated with red sugar. 
On his way home at night, he had got wet 
through. It was thought that possibly the 
sugar, which coated the bun, might have con- 
tained some poisonous material; but this;,yieW ' 
was contra-indicated by the fact that the boy 
had eaten the whole bun himself ; his mother 
had not tasted it. ■ 

After coming home the boy had had supper 
with his mother; they had eaten the same, 
articles of food, among other things a rich pluitt 
pudding. It seemed probable therefore: thetif 'i 
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they had been poisoned, the irritant, whatever 
it was, had been taken at this meal— the last 
that the lad had had before he took ill. 

After eating his supper the boy had gone to 
bed; had slept soundly, or at all events had not 
made any complaint either during the night or 
next morning when he got up. The mother, 
too. had passed a good night, and had not felt 
any uneasiness until some hours after the boy 
had been taken ill. 

The length of time that elapsed between the 
last meal and the onset of the symptoms was 
strongly against poisoning by any ordinary 
metallic irritant. It is true that arsenic, when 
given in the solid form along with food, may 
not produce immediate effects ; and that in such 
cases the influence of sleep may still further 
retard the development of symptoms. But the 
interval in this case was too long, and the 
absence of symptoms during that long interval 
was so complete, that the supposition of arsenical 
poisoning seemed definitely negatived. 

If the symptoms were actually the result of 
irritant poisoning, the most likely supposition 
seemed to be that the food itself, probably the 
plum pudding, had acted as the irritant. 

Against this view, however, was the fact, 
which was definitely established on careful 
inquiry, that the other members of the family 
— the lad’s brothers and sisters — had all eaten 
freely of the same articles, including the plum- 
pudding, and that none of them had suffered. 
The mother, it appeared, had waited till the 
boy came home to take her supper with him ; 
but the mother and the boy had not eaten of 
anything which had not been eaten by the 
other members of the family. 

The facts of the case were therefore very 
pimling; and when the boy died we looked 
||fward with much interest to the results of 
Jfee {)Ost-mortem examination. 

I? ; The post-mortem was made on 

*^Kovember 10th, at 4 p.m. (thirty-six hours after 
death). 

The abdomen was in an advanced state of 
decomposition. In moving the body from the 
bed to the table on which the examination was 
,madejf some brown fluid escaped from the mouth. 


The abdomen contained 6 oz. of blood-stained 
fluid; the peritoneum was actitely inflamed ; a 
large coil of the small intestine was gangrenous 
its walls were so friable that, in turning it 
gently over, it ruptured, and some blood- 
stained fo 0 cal matter escaped into the cavity of 
the peritoneum. 

The portion of gut which was gangrenous 
had passed through an opening which existed 
in the mesentery, and had become constricted 
by a dense band of fibrous tissue. 

The stomach contained two ounces of brown 
fluid ; the mucous membrane was here and there 
stained of a brownish colour ; the staining was 
arranged in a streaky fashion ; the patient had 
been taking bismuth, and it was tliought that 
the brown discolouration of the stomach was 
perhaps, in part at least, due to this cause. In 
places the stomach was congested, but not ob- 
viously inflamed ; the cardiac end was softened 
by post-mortem changes. 

The duodenum contained some brown fluid ; 
its mucous membrane was healthy. There was 
no evidence of inflammation in the small intes- 
tine except in the portion of the bowel which 
was strangulated. 

The conditions of the stomach and intestine 
were not suggestive of acute irritant poisoning. 

Farther, I satisfied myself that there was no 
arsenic in the stomach or intestine. 

The case of this boy, when taken in combina- 
tion with the fact, that the mother was affected ’ 
in a similar manner to the boy, is a very re- 
markable one. 

The most likely theory to account for the 
whole facts of the case, appears to me to be the 
following : The food, probably the plum pud- 
ding, acted as an irritant to the mother and the 
boy who died, but did not cause symptoms of 
irritation in the other members of the family. 
The symptoms of gastro-intestinal irritation first 
showed themselves in the boy, while he was out 
for his morning run ; the small intestine at the 
same time, or perhaps shortly afterwards, was , 
forced, by the violent peristalsis occasioned by 
the irritation and colic, through the opening in 
the mesentery, and became constricted by the 
fibrous band, to which I have already referred 
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: The cause of death wa^ bb^ of the 

bowels, and hot ilritant poison. 

The feature in the case which is chiefly 
interesting from a medico-legal point of view, 
was the fact, that the mother and boy were 
both affected with symptoms indicative of irri- 
tant poisoning, and that, in the boy’s case, the 
gastro-intestinal irritation was complicated with 
intestinal obstruction, and had apparently con- 
tributed to the production of that obstruc- 
tion in the manner which has been suggested 
above. 

On the theory which I have advanced, the 
mother, like the boy, actuallysuffered from acute 
gastro-intestinal irritation. 

Another theory which suggested itself to 
my mind, as an explanation^ of the occur- 
rence of symptoms both in the mother and 
the boy, was, that the symptoms in the 
mother were the result of mental or neurotic 
causes ; in other words, that the mother, being 
anxious and distressed by the illness of the 
boy, herself manifested the same symptoms from 
which he was suflering. A little consideration, 
however, convinced me that this view was 
untenable, for the following reasons: — The 
mother was by no means a nervous, emotional, 
or hysterical person; although vomiting, in- 
creased frequency of pulse, pain in the abdomen, 
and possibly even tenderness on pressure over 
the abdomen, might have been the result of 
mimicry, the very distinct elevation of tempera- 
ture (102° r.) which was present, was not likely 
to have been produced in this manner. The 
whole impression left on my mind, after a 
careful investigation and consideration of the 
whole facts of the case, was that the symptoms 
in the mother’s case were undoubtedly the 
result of a definite local irritant. 

The onset of scarlet f&oer^ small-pox, epidemic 
cereirospinal meningitis, and douhtless other acute 
fehile diseases, is occasionally in children at- 
^ rtended with symptoms which resemble more or 
less closely those of acute irritant poisoning. 

Soon after I entered general practice, I had 
the opportunity of seeing a very widespread 
epidemic of scarlet fever, in which the type of 
the disease was unusually severe. During the 


course of that epidemic, I met wijbk mor^^^ 
one case in which the patients ^bre w^^ 
few hours overwhelmed by the severity bf tihe 
scarlet fever poison. Two of these casbs oc- 
curred in children between the ages Of; biie 
and two years. In both cases, the attack was 
ushered in by severe vomiting and diarrh^^a^ 
followed by collapse, and death within twea.tyr* 
four hours ; in one case, there were convul^iphs 
at the onset. In neither case did the eruption 
shew itself, and on account of the age of the 
patient, the characteristic sore throat was not 
complained of. . ; ^ 

So far as the symptoms in these cases wCilt, 
it would, I believe, have been impossible to come 
to a definite diagnosis as to the nature of the 
illness. The true character of the attack was, 
however, in both cases, demonstrated by the 
fact that, either before or after these children 
were attacked, other grave cases of scarlet fever 
appeared in the brothers and sisters of the 
patients. 

On the 19th November 1872, 1 was asked by 
the Coroner for South Northumberland to make 
a post-mortem examination on the body of a 
boy, who was taken ill, and died at Whitley, 
under the following circumstances* : — 

Deceased, who was eleven years of agey got 
up on the morning of Novemberf 16th, 1872, as 
usual. He seemed well and cheerful, and made 
no complaint. He was sent to a neighbouring 
house for some milk for breakfast ; after an 
absence of a few minutes he returned, and took 
a drink of the milk; immediately he said he 
felt sick, and vomited freely; he continued to 
feel sick and giddy, and was put to bed. Whieti 
his father came home to dinner (he had lip 
mother, the father and the boy living alene-|n 
the house), at twelve o’clock, he found the lad 
complaining of sickness and thirst, he was very 

* I quote from tlie report of the case whiejh I publi^ed? at 
the time in the Transactions of the Northumbertand iind 
Durham Medical Society. The Reading partieuWs ^ the 
case were mentioned to the students at the clinic. , ; Vr ? ^ 

t In the report, which is printed in the Tranda<^<i|^8 
of the Northumberland and Durham Medical 
case is stated to have occurred on the X6th of 
This is obviously a mistake, for the paper Was 
December 12|h. / 
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to siilEer pauL < As 
the day went on the boy got worse ; . in the 
, evening he becai^e imconscious, and continued 
so all night. He was seen on the morning of 
DeeShiber the 17th, by the Vicar of Whitley.; 
(a 4bbtor had been sent for, but, through a 
misunderstanding, did iiot attend). He was 
then in a state of coma, the breathing stertorous, 
there were convulsive twitchings of the muscles 
of the face and extremities, the skin was very 
hot and dry, and there were several livid dis- 
coloured patches on the face. He died at 4 
p.m., on December 17th. For half an hour 
before death he was severely convulsed. 

These facts, together with the circumstance 
' .that the patient was of an eccentric disposition, 
l0d to the belief that he had been poisoned by 
something which he had taken in the milk,* a 
supposition which was proved to be quite un- 
founded by the following facts : — Firstly , the 
remainder of the milk was drunk by the father 
without any bad effect ; Secondly, there were no 
posl-mortem appearances to indicate poisoning, 
and* there were most marked appearances the 
result of disease. 

A post-mortem examination was made thirty- 
six hours after death. The body was very thin; 
externally there were no marks of violence. 
There were several small cicatrices on the 
legs and thighs (the result of old abscesses, 
apparently connected with the bone), and well 
marked opacities of each cornea. Internally 
the stomach was empty; the mucous membrane 
.of the cardiac end was softened, and in parts 
stripped off from the subjacent tissue. This 
phahge was evidently post-mortem, owing to the 
action of the gastric juice. There was no cou- 
gestipn or inflammation. The intestines were 
Pongested in one or two places, but not to any 
great extent. Both kidneys were extensively 
diseased, more especially the right one, which 
ws^s enlarged, softened, and completely dis- 
Or^nised ; it looked like a mass of bloody pulp. 
The left kidney contained a large cyst ; it was 
less disorganised than the right. The bladder 
. empty, its walls were very much thickened, 
especially the mucous coat, which was soft and 
? 1 Bpme inorganic, chemical poison. 


-friable, and in places detached. The other 
abdominal organs were natural. The left pleura 
was firmly adherent in its upper half. The 
lungs were normal. There was a large white 
patch on the anterior surface of the heart. The 
heart itself was. normal. The brain was soft, 
but otherwise healthy. (There is no statement 
in this report as to the condition of the throat ; 
and at this length of time I cannot trust my 
memory sufficiently to supply the deficiency.) 

On inquiry, I ascertained that the deceased 
had been a very delicate boy from birth, and 
that, for several months before his death, he 
had been unable to retain’ his water, which was 
scanty, and, at times, entirely suppressed. 

As the result of this examination, I came to 
the conclusion that extensive renal disease 
had been going on for some time, and that 
deceased had died from unemia. 

I subsequently learned that a child had died 
at the milkman's house the very day the boy 
took ill. I was told that this child liad died of 
ulcerated sore throat. This threw additional 
light upon the case. The milkman's child had 
probably died of scarlet fever, for children 
rarely die (1 should now say, do not die), of 
simple ulcerated sore throat. The boy had 
either inhaled the poison of sCarlet foyer when 
he entered the house, or less probably (I now 
think more probably), had drunk it in theJmilk. 
The scarlet fever poison at once attacked the 
'previously diseased kidneys, causing the sudden 
appearance of the symptoms, and leading to 
the rapid termination of the case. 

In reply to a criticism raised by a gentleman 
at the meeting to which this paper was com- 
municated, I stated that I based my opinion 
that the milkman's child had died from scarlet 
fever upon the probabilities of the case. Death 
from simple ulcerated sore throat was so ex- 
ceedingly rare, and diphtheria was such a very 
uncommon disease (I referred to the occurrence 
of diphtheria in that particular neighbourhood 
— ^it was exceedingly rare in my practice), that 
the probability of the milkman’s child having 
died from either of these diseases was small- 
very small when compared with the probability 
of scarlet fever. 
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I should have added that scarlet fever was 
epidemic in the neighbourhood at the time when 
the case occurred. I may also add that the fact 
that the patient was very feverish is distinctly 
opposed to death being due simply to uraemia. 

On looking back on the case, and reviewing 
all the facts in the light of extended knowledge 
and experience, I am disposed to adhere very 
strongly to the opinion advanced at the time 
when the case occurred, and to think that the 
patient died from the effects of an attack of 
scarlet fever; the rapidity of the fatal result 
and the character of the attack being largely 
due to the disease of the kidney which was 
previously present. 

In connection with the differential diagnosis 
of acute irritant poisoning and the onset of 
acute contagious diseases, I must not omit to 
refer to Asiatic cholera. 

The symptoms which attend the onset of a 
bad case of epidemic or Asiatic cholera may 
very closely resemble those due to acute irri- 
tant poison. The first case of Asiatic cholera 
which came under my own observation might 
very readily have been mistaken for acute 
irritant poisoning had not the disease been 
known to be epidemic. The particulars of that 
case are as follows : — 

One morning during the early part of October 
1866 (I do not remember the exact date), a 
message arrived for my father, while we were 
seated at breakfast, to go and see a man who 
had been taken ill at some large engine works, 
which were situated at a short distance from our 
house. Being a second year’s medical student, 
at home for the vacation, I was sent to see the 
case. I found a man lying on a bench in a 
state of profound collapse. Soon after going to 
his work, at six o’clock, he had, it appeared, been 
seized with violent vomiting and diarrhoea. 
These,, symptoms had continued at intervals, 
until the time of my visit. At eight o’clock, 
when I arrived, the patient was almost pulse- 
less; his features Iwere pinched; the surface of 
his body cold, of an ashy grey colour ; the 
Bps, nose, and finger-tips blue; and the fore- 
head covered with a clammy sweat ; his voice 
was so weak and husky that it was almost 


imperceptible. Se urgently demanded walsr;' 
and he complained of pains and cramp ^ 
the legs. I remember the man’s appeaj^nce 
and whole surroundings to-day, as vividly as if 
he were now before me. It was obvious even 
to me — ^young and inexperienced as I was — ^that 
the patient was dying. I accordingly, hurried 
back home. My beloved father, who was 
without exception the ablest all-round prac- 
titioner I have ever met, and who had previously 
seen two severe epidemics of the disease, on hear- 
ing my description of the case, at once said that 
it was in all probability a case of Asiatic cholera. 
Several cases of the disease had occurred in 
some of the surrounding villages in Nor- 
thumberland, but this was, so far as I know, 
the first case in our immediate neighbourhood. 
On visiting the patient, my father found that 
his suspicions were only too correct; he pre- 
dicted that we were probably at the beginning of 
an epidemic; and such was, in fact, the case. 
During the next tliree or four weeks, the disease 
raged with terrible severity ; many hundreds of 
persons were attacked in North Shields and 
Tynemouth. I find it stated in the reports of 
the Northumberland and Durham Medical 
Society (November 8th, 1866, page 23), that 
during the month of October there were 116 
fatal cases of the disease in North Shields and 
Tynemouth, the population being, I suppose, 
at that time, somewhere about five-and-thirty 
thousand. The people were panic-stricken. The 
authorities of the town undertook to supply 
medical attendance to all those persons who 
were too poor to pay for medicines or medical 
advice. The poor people in the town were free 
to send for any doctor they might think fit; 
and my father, who was revered and respected 
by all classes of the community, was literally 
overwhelmed with work. I shall never forgetj,. 
the fortnight during which the epidemic was at , 
its height. The strain and nervous excitement 
were to me, — a young lad, unaccustomed to see 
disease and death, — something terrible. During 
the ten days or fortnight that the epidemic was 
at its worst, my father and myself were rush- 
ing about from early in the morning till late v 
at night. I do not think that there ,wM;a 
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nighi'd^ whole of the 

were not ealled out of bed — sometimes many 
times the same night— to visit some one 
who had been suddenly attacked with the 
disease. Such deathbed scenes as I saw during 
that epidemic, I fervently trust that I may 
.U^.ver again witness. At the end of the epi- 
demic, I was myself attacked with choleraic 
diarrhoea ; fortunately the attack was a slight 
one, and was arrested by appropriate treat- 
ment. 

My present object is not, however, to record 
the experiences of that, to me, eventful period, 
or to give a clinical description of Asiatic 
cholera* Possibly on some future occasion I 
. may return to these points. I have introduced 
the subject here with the object of pointing 
out how closely some of the symptoms of a 
severe attack of epidemic cholera may simulate 
the symptoms of acute irritant poisoning. 

The patient, whose case I have briefly re- 
corded above, died within a few hours. As is 
not unfrequent at the beginning of an epidemic, 
the case was a malignant one. The man was 
dead within ten hours from the commencement 
of the symptoms. We subsequently learned 
that he had been attacked with vomiting and 
diarrhoea at an early hour of the morning. 
He had gone to bed feeling perfectly well the 
night before, and had been able to go to his 
work at six o’clock. By mid-day he was dead. 

I remember my father pointing out how easy 
it would be to mistake such a case for acute 
irritant poisoning. Further, I remember him 
telling me that the essential points for diffe- 
rential diagnosis were the absence of any 
marked pain and tenderness on pressure in the 
abdomen, the watery character of the evacua- 
tions, and the fact that cholera was known to 
be epidemic in the neighbourhood. 

During the course of that epidemic he referred 
more than once to the differential diagnosis of 
cholera and acute irritant poisoning. I re- 
member his emphasising the fact that, during 
an epidemic of Asiatic cholera, when the 
people are panic-stricken and the doctors so 
terribly over-worked as we were during the 
ep^emic of 1866 , poisoning by arsenic or cor- 


rosive sublimate might very easily be over- 
looked, and be allowed to pass undetected. 

As I have already pointed out, there is not 
as a rule, in Asiatic cholera, the severe pain and 
abdominal tenderness which are such charac- 
teristic features of acute poisoning by arsenic, 
corrosive sublimate, and the other metallic 
irritant and corrosive poisons. Pain in the 
abdomen may, it is true, be a prominent feature 
in Asiatic cholera, but, when severe, it is usually 
intermittent, of a colicky character, and often 
due to spasmodic contraction of the abdominal ’ 
muscles rather than to inflammation of the 
stomach or intestines, and is relieved rather 
than increased by external pressure.^ 

The pain, too, in Asiatic cholera is usually 
developed after the vomiting and diarrhoea; 
whereas in acute irritant poisoning the pain 
and abdominal tenderness precede, or, at all 
events, are developed simultaneously with these 
symptoms. 

As a rule, too, in Asiatic cholera, the 
character of the vomited matters is different 
from the character of the vomited matters in 
acute irritant poisoning. In Asiatic cholera, 
the mabterswhich are expelled from the stomach 
and intestine are usually more copious and 
watery, while in cases of acute irritant poison- 
ing, the vomited matters are usually brown, 
black, or bloody, and the diarrhoea is much 
more apt to assume a dysenteric character. The 
• rice-water character of the matters evacuated * 
from the stomach and intestines is a character- 
istic feature of most cases of Asiatic cholera. 

The epidemic prevalence of Asiatic cholera, 
is obviously a point of the highest diagnostic 
importance, as is abundantly shewn by the case 
of the patient which has been detailed above. 

In acute irritant, poisoning, the vomiting pre- 
cedes the diarrhoea; whereas in Asiatic cholera, 
the reverse is usually the case, the diarrhoea 
being in most cases, some writers say in all 
cases, developed before the vomiting. 

In acute irritant poisoning, the suppression 

* During tlic tyi)hoid condition (secondary fever), which 
sometimes follows the acute stage of Asiatic cholera, abdo- 
minal pain and tenderness due to inttammation of the in- 
testine may be present. 
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of utine fe - seldom so marked as it is in severe 
.cases of Asiatic or epidemic cholera. 

In doubtful cases, the chemical and bacteri- 
ological examination of the evacuated matters 
would be an important point. The presence of 
the comma bacillus would decide the case in 
favour of Asiatic cholera ; while the presence 
of arsenic, or corrosive sublimate (provided, of 
course, these substances have not been given in 
the form of medicines), would enable one to 
establish the diagnosis in favour of acute irritant 
* poisoning. 

Poisoning by the corrosive acids and alkalis 
could hardly be mistaken by any intelligent 
observer for Asiatic cholera. The differ- 
ential diagnosis of Asiatic cholera, and the 
other forms of irritant poisoning (other than 
arsenic and corrosive sublimate), with which it 
may be confounded — such as poisoning by 
fungi, decomposing meat, strong purgatives, 
such as croton oil and elaterium — need not be 
referred to in detail. 

It must not be forgotten that during an 
epidemic of Asiatic cholera several members of 
the same family may be simultaneously attacked 
by the disease. Under such circumstances a 
suspicion of poisoning might be entertained, 
more especially if the medical man who was 
called to attend the patients had not had any 
previous experience of the disease. 

The two conditions could, however, be readily 
distinguished by attention to the points of diffe- 
rential diagnosis which have been detailed above. 
Taylor, in his Principles and Practice of 
Medical Jurisprudence,” gives an instance in 
which the. mistake actually occurred. He 
says : — It was just now remarked that there 
is no disease resembling poisoning which is 
likely to attack several healthy persons at the 
same time and in the same manner. This is 
undoubtedly true as a general principle, but 
the following case will show that mistakes may 
occasionally arise even under these circum- 
stances. It occurred in London during the 
prevalence of malignant cholera in the year 
1832. Four of the members of a family living 
in a state of great domestic unhappiness sat 
down to dinner apparently in good health. 


Some time after the meal the father> ihoth^r^ 
and daughter were seized with violent vomiting: ■ 
and purging. The evacuations were tinged with 
blood, while the blueness of the skin, 'observed 
in cases of malignant cholera, was absent. Twq' 
of these persons died. The son, who was- 
known to have borne ill-will against the faitpf 
and mother, and who suffered no symptoms to 
.this occasion, was accused of having p6is0ne|| 
them. At the inquest, however, it was clearlji^: 
shown by the medical attendant that the de- 
ceased persons had really died of malignant 
cholera, and that there was no reason to suspect 
that any poison had been administered to them. 

In this instance it will be perceived that symp- 
toms resembling those of irritant poisoning 
appeared suddenly in several individuals in 
perfect health and shortly after a meal. We 
hereby learn that the utUity of any rules for 
investigating cases of poisoning depends entirely 
on the judgment and discretion with which they 
are applied to particular cases.”* 

In severe cases of sporadic cholera — ^the ordi- 
nary summer cholera of this.country — the points 
which have been just emphasised, in speaking 
of the differential diagnosis of Asiatic cholera, 
and of acute irritant poisoning (more especially 
the absence of localised pain and tenderness 
in the abdomen, the character of the vomited 
matters, and of the matters evacuated by the 
bowel), are usually sufficient to enable a well- 
informed and judicially minded observer to come 
to a definite conclusion as to the true nature of 
the case, i.e., to decide whether the symptoms 
were due to disease (summer cholera), or to 
acute irritant poisoning (arsenic, corrosive sub- 
limate, &c.) 

It might be difficult or impossible to distiil4 
guish a severe attack of ordinary sporadic 
summer cholera, from a case of poisoning by '* 
fungi or other non-metallic irritants. As a ' 
matter of fact, summer cholera is very fre- 
quently due to eating putrid, decomposed, or 
indigestible articles of food ; the two conditions 
are therefore practically identical. 

* Principles and Practice of Medical Jurisprudence, ^ f 
vol. i, i»age 192. i. 
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L— ITotes of a Case of Extra-uterine Ges- 
tation, IN WHICH THE FCETUS WAS ExPELLED 
PER Rectum. 

Mr Lawson Tait and Dr Berry Hart have 
shown that in some cases of Fallopian preg- 
nancy, in which the extra-uterine foetation 
^rt|)tures into the folds of the broad ligament, 
in which the bleeding, if any, is conse- 
quently extra-peritoneal, the foetus is ultimately 
expdled per rectum, a communication being 
formed between the extra-peritoneal sac or 
cayity, which contains the foetus, and the lower 
jpitt of the intestine. 

case, which came under my 
nbtibe in the year 1874, a five months' foetus 
Waa *nltiinately expelled per rectum. Whether 
iRe iKbstation was originally extra-uterine or 


not, it is perhaps impossible to decide. But 
that such was the nature of the case seems to 
me, with my now rusty and limited knowledge 
of gynaecology, the most probable supposition. 

The notes of the case were read at the same 
meeting of the North of England Branch of the 
British Medical Association, at which Dr Wilson 
brought forward the interesting case of Fallopian 
gestation which I have published in tlie last 
number of these Studies, As the case has never 
been previously published, I take the present 
opportunity of placing it on record. 

The history is as follows : — On the 28th of 
November 1874, I was asked by my brother. 
Dr J. W. Bramwell, who had succeeded me as 
Medical Officer to the Tynemouth Union Work- 
house Hospital, to see a patient in that Institu- 
tion who was suffering from an obscure abdominal 
tumour. 

By occupation a hawker, and thirty-seven 
years of age, she had been married seven years, 
but had never had either a child or a mis- 
«tarriage. 

The previous history was as follows : — ^With 
the exception of an attack of facial paralysis 
ten years previously, and of facial erysipelas 
one year previously, she had enjoyed excellent 
health until the 26th of April 1874. 

On that date (26th April 1874) she was 
severely assaulted by her husband ; two of her 
ribs were broken, and she was kicked in the 
lower part of the abdomen and in other parts 
of the body. 

In consequence of these in juries, she was con- 
fined to bed for three days. She then got up, 
and was able to go about, but with difficulty , foi 
a month. During the whole of this period, she 
suffered from pain in the lower part of the 
abdomen. At the end of a month, the pain in 





the abdomen became so severe that she had 
again to take to bed. The pain was felt in the 
lower part of the abdomen, just above the left 
groin. The belly at this part was, she stated, 
hard, but there was no distinct lump or tumour. 

At this time (the end of May), she men- 
struated, but the discharge was black and 
unnatural. 

She had menstruated a week before the 
assault ; previous to that time, she had always 
been regular. 

During the whole of June, she was confined 
to bed. About the beginning of J une, she began 
to vomit. The vomiting generally occurred in 
the morning ; and the vomited matters consisted 
of the food ingested. 

In July, she noticed a lump the size of a hen's 
egg in the lower part of the abdomen, just above 
the left groin. 

Since it was first noticed, this lump had 
gradually become larger and more and more 
painful. 

In the middle of September, she again saw a 
coloured vaginal dischaige, and it had continued 
more or less constantly until the date of my 
seeing her (November 1874). 

The vaginal discharge was scanty in amount, 
thick and black, almost, she said, like tar. 

Since her illness commenced, she had become 
very weak and emaciated. 

On examination I found that the patient was 
very thin, emaciated, and ana3mic. 

The. abdomen was considerably but uniformly 
swollen. A brown line of discolouration ex- 
tended from the pubes to the umbilicus. 

On palpation, a tumour was felt in the lower 
part of the abdomen; it was centrally situated, 
and extended upwards to a point an inch above 
the umbilicus, laterally into each lumbar region, 
and downwards into the cavity of the pelvis. 

The upper border of the tumour, which was 
rounded, but distinctly notched in the middle 
line, extended rather higher on the left than 
on the right side. , 

The part of the ' tumour which was situated 
to the right of the middle line was of firm con- 
sistence, while the part on the left of the middle 
line was soft and fluctuating. 


Indistinct pulsation,: appare^^ 
cated, could be felt in the soft, fluetuati^.:? 
portion of the tumour. 

The slightest pressure over any part of the 
tumour caused great complaints of suffering; 
the pain was stated to be most intense iname- 
diately above the pubes. 

She stated that she had constant pain in the 
region of the umbilicus, and that for some time 
past she had been obliged to take large opiates 
for its relief. 

There was no pain or tenderness on pressure 
in any part of the abdomen except over the 
tumour itself. 

The tumour appeared to be fixed, but mani- 
pulation caused so much pain, that this point 
could with difficulty be determined. 

The portion of the abdomen which was occu- 
pied by the tumour, gave a dull, while the other 
portions of the abdomen gave a resonant note, 
on percussion. 

No bruit or foetal heart-sounds could be heard 
over the tumour. 

On vaginal examination, the neck of the uterus 
was found to be soft and pendulous, and fully 
an inch in length. The os was very small — a 
mere depression in the pendulous and papilla- 
like projecting cervix. 

High up in the pelvic cavity, a firm, dense, 
smooth mass could be felt — presumably the 
body of the uterus, for the cervix appeared to 
be continuous with it. This mass was just 
within reach of, but could not be distinctly 
defined by, the finger. The slightest pressure 
on this mass caused complaints of pain. 

A uterine sound was passed into the os and 
through the cervix, but could not, by gentle 
manipulation, be passed beyond it. 

There was no swelling in the pouch of 
Douglas. 

On rectal examination, the firm, dense, painful . 
mass, described above, could be felt, high up in 
the pelvis. 

The tongue was clean and moist,, but pale 
and flabby ; the appetite poor ; the bowels werO 
regular, and the stools natural in appearance, 

The organs of respiration, circulation, and 
urination were normal. The liver and abdo^ 
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of^ns/ out of account the uterus 

and its appendages, appeared to be normal 
The radial pulse numbered 96 in the minute, 
and was small and weak. The temperature in 
the^^.^:^^ Fah. The patient stated 

that sh^: slept badly; often broke out into a 
sweat, and sometimes shivered towards morning. 
f and mucous membranes were pale 

anaemic. The nauscle soft and 
flabby, and the body generally much emaciated. 

The diagnosis was most difficult. Three views 
suggested themselves to my mind, viz. : (1) was 
the tumour connected with the uterus ; (2) was 
it ovarian ; and (3) was it a haematocele ? 

The grounds for coming to a positive conclu- 
sion, even as regards this preliminary step in 
the diagnosis, seemed wanting. 

In favour of the tumour being uterine, 
were its position and its apparent continuity 
with the cervix. But if uterine, what was 
its nature ? It certainly contained a large 
quantity of fluid, and could not therefore be a 
fibroid. If the patient’s statement could be 
relied upon, in all probability, it was not the 
tumour of pregnancy, for she stated that she 
had had no connection since the assault (April 
26, 1874), that she had menstrijated naturally 
a week before that date, and that she had again 
menstruated, though unnaturally, four weeks 
after the assault. The history of localised 
injury to the lower part of the abdomen, the 
condition of the os and cervix, and the absence 
of foetal heart-sounds, or placental souffle, were 
all against pregnancy. At the same time, the 
arrest of the menses from May to September, 
the morning sickness, and the gradual appear- 
ance of an abdominal tumour, which appeared 
to be connected with the uterus, might perhaps 
beregarded as suspicious circumstances. The fact 
that there had constantly been, since the month 
of September, a black tar-like vaginal discharge, 
seemed to show, granting that the patient 
had been pregnant, that the death of the foetus 
had taken place.* Cancer of the uterus seemed 
t6> be excluded by the condition of the os and 
cervix, for although the new growth is in some 

alterations, the 

is^published exactly as it was read. 


cases of carcinom the body; or even 

the fundus of the organ, yet the pendulous soft 
and projecting chai*acter of the cervix,, and 
the condition of the os which has been described 
above, seemed totally opposed to the case being 
one of cancer. .Again, the very evident fluotua- 
tion in a portion of the tumour, the great pain 
and tenderness, the marked emaciation, and the 
rigors, also seemed in favour of suppuration, 
rather than of a new growth. 

Some of the physical signs of ovarian disease 
were present, but the history, and the facts of 
the case, when taken as a whole, left a decided 
impression on my mind that the tumour was 
not ovarian. 

The history of injury, the evident fluctuation, 
the extreme tenderness on pressure, and the very 
marked antemia, which were present, seemed 
to favour the diagnosis of haematocele. But if 
the tumour were a haematocele, it certainly 
was not pelvic; this seemed definitely esta* 
blished by the vaginal examination. 

On December 6th, my friend Mr Page met 
my brother and myself in consultation, and the 
patient was again carefully examined. 

On this occasion I again passed a sound into 
the os uteri; and with a slight amount of 
gentle manipulation, but witliout using any 
degree of forc’.e, I succeeded in passing it tlirough 
a soft stricture, apparently the internal os. 
Once the sound was introduced into wH&t 
seemed to be the cavity of the uterus, it passed 
upwards and onwards with the greatest ease, 
and its point was soon felt and seen to project 
immediately beneath the integuments of the 
abdomen, at a spot two inches immediately 
above Poupart’s ligament, on the right side. 

It was evident that the point of the sound was 
outside the cavity of the uterus. Whether it 
had passed through a dilated Fallopian tube, or 
how it had got where it did, it is perhaps im- 
possible to say. 

As the result of our consultation, it was 
determined to aspirate the tumour. Thi.s was 
accordingly done, and two pints of bloody pus 
were withdrawn. The portion of the tumour 
which was situated to the left of the middle 
line, was dissipated by the aspiration ^ but the 
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portion to the right of the middle line remained 
as well defined as before. As this portion of 
the tnoiour appeared at one point to yield an 
indistinct feeling of fluctuation, it also was 
aspirated ; but nothing was withdrawn. 

After the operation, the patient appeared for 
some days to get relief ; and the tar-like dis- 
charge from the vagina ceased. 

OnDecember 13th, wheni next saw the patient, 
she expressed herself as being much easier ; 
the pain in the abdomen had, in fact, almost 
disappeared. She was now passing a consider- 
able quantity of pus jper tectum. The fiim 
portion of the tumour, situated on the right of 
the middle line, had settled down considerably 
lower into the pelvis ; and a localised swelling, 
which gave a highly tympanitic note on percus- 
sion, now occupied the position of the fluctuating 
portion of the tumour which had been aspirated. 
It was obvious that a communication had been 
formed between the intestine and the pus-con- 
taining cavity. 

In the beginning of January 1875, the patient 
was removed to the admirable new hospital, 
which had recently been erected by the Guar- 
dians of the Tynemouth Union. The markedly 
beneficial and tonic eifect of plenty of fresh air 
and sunlight on this patient, was very remark- 
able. She rapidly gained colour and flesh, and 
was able to eat with avidity and enjoyment. 

:^n February 11th, she passed, per rectum, 
the lower half of a foetus, which, judging from 
its length, must, at the time of its death, have 
been about five months old. The soft parts were 
macerated and disintegrated, the bones in places 
being bare and clean. (The specimen, which is 
in my museum, is represented in fig. 83.) 

The firm portion of the tumour, which was 
formerly situated to the right of the middle 
line, was now felt to be smaller ; its position, 
too, was altered ; it had gradually made its way 
. to the left of the middle line, and finally lay in 
the left iliac fossa. 

After the expulsion of this portion of the 
foetus, the ptirulent discharge from the rectum 
still continued, and the general condition of the 
patient imprbyed so much, that she was able to 
get up and wto about ' Theresas, however. 


still marked tenderness on pressure 
remains of the tumour; and any nibyetd#fc, 
such as walking, was attended with pain and 
easiness. . ^ . 

At the end of March, the condition of matters 
was practically unchanged ; and as the patient 
was most anxious to get out of hospital^ and Jo, : 
have the remainder of the foetus remoWd,- we 
decided to try what could be done. * : y 

On April 4th, the patient having been placed 
under chloroform, Mr Page introduced his 
hand into the rectum. An opening the size of - 
a five shilling piece was felt high up in the wall, 
of the gut ; the edges of the orifice were firm 
and well defined. Mr Page succeeded in intro- 
ducing the tips of two fingers, through this 
opening, into a cavity, in which the bones of a. ; 
foetal head could be felt. Two small portions ^ " 
of bone were removed ; but it was found, to be, 
impossible, without using an amount of force, 
which seemed undesirable, to remove the re- : ! , 
mainder of the foetus. * 

The manipulation was followed by some local 
peritonitis and febrile disturbance; while the • 
portion of the foetus which remained, again 
changed its position, passing from the left to 
the right iliac region, ,, 

In the course of a few weeks, the generab^on- 
dition of the patient was so much improved, 
that she was, at her own request, discharged 
from hospital. 

I heard of her from time to time, through my 
friend the late Dr Eeid of Newbiggin. Soon ; 
after her discharge from hospital, she was able to 
resume her occupation as a hawker, and to tramp, 
from place to place amongst the pit villages Of 
South Northumberland. Fromtimeto time foetal 
bones were discharged per rectum. Some ■b| ; 
these bones, which Dr Eeid kindly sent me, I have : 
still in my possession. When I last heard frbfii; 
Dr Eeid, the discharge of pus frpm the rectiii^; 
had entirely ceased, and the patient appeag^’ 
to be quite well. . 

Such are the facts of this very interesting 
case. The question still remains, and 1 fear must' 
continue to remain unanswered, was this woman 
pregnant at the time wlien she received' the 
injury, or did she become pregnant after the 




Fig. 83. — Lower half of a foetus expelled from the rectum, 
in a case of extra*aterine gestation. 

The tissues are macerated, and the bones are, in places, quite hare and clean. 
The letter a points to the last lumbar vertebra ; hy to the right iliac bone ; 
c, to the right femur ; and d, to the right tibia. 
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n^ipt 'pf the injury. If the patient's state- 
ment is to be relied upon, conception must have 
already taken place at tlie time of tlie injury ; 
for she stated most positively, that she had had 
no connectiou with her husband — and prc- 
suniably she had not had connection with any 
ptltei^tiaxan (though I have no definite statenieut 
in nay notes to this effect) — after the receipt of 

'/ J'urther, it seems impossible to come to any 
dsfiiiite and positive conclusion, as to whether 
the.pregnanoy was from the first extra-uterine 
pr not. 

It is, I presume, within the -bounds of possi- 
bility, that being pregnant at the time of the 
assault, the uterus was ruptured by the injury 
(kick on the lower part of the abdomen) which 
sho received. But while such an occurrence 
inay possibly have taken place, it appears to 
me to be very unlikely. A much more likely 
explanation seems to me to be, that which sup- 
poses that the fetation was abnormal, probably 
Fallopian, from the first. 
j^P%.et that the patient had been married 
fSr seven years and had not conceived is sugges- 
tive, when taken in conjunction with the fact 
that the pregnancy which developed, or, at all 
events, was noticed after the injury, was oxtra- 
uterinfe, that some local peculiarity or structural 
condition existed which prevented normal con- 
ception. The fact that the patient menstruated 
naturally a week before the injury, when taken 
in conjunction with the subsequent history of 
the case, seems strongly opposed to the view 
that the fetus was ever contained in the cavity 
of a normal uterus. 

To me it appears to be difficult to advance a 
perfectly clear and satisfactory theory capable 
of reconciling all the facts of the case. The 
most probable view to my mind, is that which 
eupposes that the patient became pregnant ini- 
j^fii^iately before the receipt of the injury ; that 
'ihe pregnancy was abnormal from the first — 
^p;^|ably intra-mural or Fallopian. My know- 
lei^ge on these matters is not sufficiently great 
to enable me to say whether the facts of the 
ai-e compatible with the supposition that 
iiconception occurred in a bicornual uterus ; but 

I' 


so far as T understand the subject, I ^ould 
think that such a view is much less likely than 
that which supposed that the fetation was 
ectopic. 


II.— Case of E.ktra-utbuinb Fostation qoikq 
ON TO THE Full Time; Hemoval of 4 ;. 
Dead Foetus by opeiution ; Death fuoji 
Septicaemia and Haemoubiiage. 

The following appears to be an example of the 
form of ectopic gestation in which the gestation , 
is originally Fallopian, and in which, as Berry 
Hart and Lawson Tait have shown, the Fal- 
lopian cyst ruptures into the folds of the broad 
ligament, the fetus continuing to grow until the 
full time in a sac which, from first to last, is 
extra-peritoneal. 

The notes of the case are briefly as follows 

M. B., aged thirty-four, was admitted to the 
Newcastle-on-Tyne Infirmary under my care on 
the 8th of April 1875, on the recommendation 
my friend Dr G. T. Beatson. 

She had been married for eleven years, but 
this was her first pregnancy. Dr Beatson 
believed that the fetation was extra-uterine. 
She had never had a miscarriage. 

The pregnancy had advanced as far as the 
eighth month. The abdomen was equally dis- 
tended by a solid tumour, which extended for 
three inches above the umbilicus. At the level’ 
of the umbilicus the abdomen measured thirty- 
eight inches in circumference. 

A dark brown areola surrounded each nipping; 
the breasts contained milk ; a brown line ex- 
tended from the pubes to the zyphoid cartilage, 
the discolouration being most marked between, 
the umbilicus and the pubes. 

The outlines of a fetus could be distinctly 
felt within the tumour which filled the lower 
part of the abdomen. The different parts of 
the child could be manipulated with unusual 

facility. „ 

The sounds of the fetal heart were very df - 
tinctly heard at a point two inches below t|e: 
umbilicus, and slightly to the right of tb| 





middle line ; the placeutiii souffle wae Wso well 
heard at a point a little below that at which 
the foetal heart-sounds were audible. The 
patient stated that she occasionally felt the 
child make slight movements. 

Since the earlier months of pregnancy there 
had been more or less pain and tenderness on 
pressure over the lower part of the abdomen. 
Of late, the attacks of pain had been more fre- 
quent and the tenderness had become more 
marked. At the time of her admission to 
the Infirmary there was great pain all over 
the position of the tumour ; even gentle mani- 
pulation of any part of it caused complaints 
of suffering. 

There did not appear to be any fluid in the 
cavity of the peritoneum. 

The radial pulse was 80, the temperature 
normal, the tongue slightly furred ; the patient 
was very thirsty; and during the four days 
that she was kept in hospital for observation 
she vomited occasionally. 

On vaginal examination, the os could just be 
reached with the finger ; it seemed to be mry 
smcdL (This statement is underlined in my 
case book.) I find no statement as to the pre- 
sence or absence of menstruation in the notes. 

The feet and legs were oedematous ; and the 
urine contained a considerable quantity of albu- 
men, but no casts. She complained of tender- 
ness on pressure over the swollen lower ex- 
tremities, which pitted on pressure and were 
not red. In short, no local cause for the tender- 
ness was apparent. 

The heart, lungs, and other organs appeared 
to be normal. 

Diagnosis , — I felt considerable difficulty in 
accepting Dr Beatson’s diagnosis. He based 
his opinion that the pregnancy was extra- 
Aiteriue on the following combination of facts: 
—The circumstance that the woman had been 
inaryied for eleven years but had never been 
pregnant ; the marked peritonitis and history 
of pain during the pregnancy ; the facility with . 
wliich the different parts of the foetus could be 
— the child seemed to be situated 
just under tlie skin of the abdomen — ^in other 
. Vvords, to be coutained iu a sac, if there were a 


sac( 'which w^^ than the normal uterqs 

at the eighth month of pregnancy ; and the very’ 
small size of the os uteri. 

The subsequent course of the case shpvS:e<il 
that Dr Beatson^s opinion was correct, and that 
my doubts were not justified. : ; ^ ; 

After being kept for a few days in hb^pxtC 
for the purpose of observation, the patient was 
sent home. 

About the 8th or 9th of May (I have ho ' 
record of the exact date) labour pains set in, 
and I visited the patient in conjunction with 
her family doctor. 

At the beginning of the labour, I satisfied 
myself that the child was still living. The 
foetal heart sounds were then distinctly audible 
and clearly distinguishable in their rhythm 
from the arterial pulsations of the mother. I 
speak with absolute confidence on this point, 
for while in general practice I had carried on 
an elaborate and prolonged research on the 
relationship of the heart sounds to the sex 
of the foetus. During the five years that I 
was in general practice I must have attended 
at least five hundred midwifery cases. In 
a large number of these cases, I had made 
repeated and accurate observations as to the 
frequency of the foetal heart sounds in relation- 
ship to the diagnosis, before delivery, of the sex 
of the child. The result of my observations on 
this point was to arrive at the conclusion, that 
the rate of the foetal heart varies, not with the 
sex, but with the weight and length of the 
child — a conclusion which was reached alto- 
gether independently of, and prior to the publi- 
cation of, Dr James Cumming's observations on 
the subject. 

In the course of some twelve or fourteen 
hours, the pains became severe and contihuous, 
but the os did not dilate to any considerable 
extent ; its edges did, however, become softer, 
and there was a considerable discharge of m^ 
from the vagina and (?) uterus. 

As the labour did not seem to be prpgressih^i 
it was at length decided t6 introduce a soiinfl 
into the uterus with the object of definitely 
deciding whether the pregnancy was extra- 
uterine or not. 
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The introduc^^^ the sbuiid showed that 
althotigh the uterine cavity was decidedly en- 
lagged, the pregnancy was extra-uterine. 

: this point having been definitely determined^ 
the patient was advised to place herself in the 
infirmary under Dr Heath's care, with the 
object of having the foetus removed by opera- 
tive procedure. 

the abdomen was opened by Dr Heath some 
eighteen or twenty hours, if I remember right, 
after the commencement of labour, and a dead, 
but full-term foetus, was removed from a thin- 
walled sac which appeared to be situated in the 
cavity of the abdomen. The foetus was not only 
dead, but it looked as if it had been dead for a 
considerable time; its skin was peeling. I 
emphasise this point, for I feel absolutely con- 
vinced in my own mind that it was living at 
the beginning of labour — some eighteen or 
twenty hours, if I remember right, before it 
was extracted from the cavity of the abdomen. 

The placenta was left in situ, and a drainage 
tube introduced into the cavity of the cyst. 

In the course of a few days symptoms of 
septicaemia developed, and the patient died, 
partly from septicaemia and partly from hae- 
morrhage. 

On examining the parts after death, I was 
unable to satisfy myself as to the exact character 
of the pregnancy ; the parts were all so matted 
together by adhesions that their exact relation- 
ship could not be definitely determined. The 
uterus was enlarged, but otherwise perfectly 
normal. The large sac in which the foetus and 
placenta were situated was attached by dense 
adhesions and connective tissue to the right 
side of the body of the uterus. The right 
Fallopian tube could be traced for a certain 
distance along the wall of the cyst ; the right 
ovary and fimbriated extremity of this Fallopian 
tube were not found. The left Fallopian tube 
and ovary were normal. 

There can, I think, be little doubt that the 
sac was extra-peritoneal, and seated in the sub- 
peritoneal connective tissue, and that it had 
gradually separated up the two layers of the 
broad ligament. 


III.— The Plan of Construgtion of tHk Motor 
Mechanism IN THE Cortex OF THE Brain.^ 

It must be remembered, as Dr Hughlings 
Jackson has pointed out, that the localised motor 
centres in the cerebral cortex represent, not^^^^^^^ \ 
muscles, but movements. It may at first sight 
be supposed that tliis is a distinction without a 
difference. And, if each muscle represented a 
given movement, such would undoubtedly be 
the case. But it must be remembered, ^5%, 
that for the production of the great majority of 
movements, several individual muscles are re- 
quired; and secondly, that the same muscles, 
which are concerned in the production of one 
individual movement, are also, as a rule, con- 
cerned in the production of several other move- 
ments. 

Now, if the cell groups in the cortex, which 
we are in the habit of terming motor centres, 
represent, as Dr Hughlings Jackson supposes, 
and as I myself think, movements, and not 
muscles, it is easy to see that the destruction of 
any single cell group, which is concerned in the , 
production of any given individual movement, 
will cause paralysis of that movement, but will 
not necessarily produce paralysis of the muscles 
which produce that movement, unless the function 
of the muscle or muscles concerned in the pro- 
duction of that movement is to produce that 
individual movement alone. 

If the muscles, concerned in the production * 
of any given movement, are also concerned in 
the production of several other movements, 
destruction of the cell-group in the cortex, 
which is concerned in the production of one 
particular movement, will only produce paralysis 
of the muscle-group, in so far as that particular 
movement is concerned. 

As a matter of fact, a circumscribed 
lesion in the cerebral cortex (a lesion which 
destroys one of the so-called motor centres), 

* I Rad intended publishing this note in the article on 
Cort^enUal Htmiplegia due to an injury received ai the time oj . 
Urth, which appeared in the ninth number of the Studies, I ^ ; 
was obliged to cut it out for want of space, but as the subject 
is one of considerable scientific interest, I take this oppor^ 
tunity of bringing it before the notice of my readers. 





is found to produce paralysis of certain 
muscles. There is, however, no contradiction 
in this; for each iudividual motor centre, as 
we are in the habit of terming it, is in reality 
composed of many different cell-groups, each of 
'which is connected with the production of some 
- individual movement. For the purpose of 
economy, as regards space, it is obviously a 
satisfactory arrangement to have all the different 
cell-groups, representing the many different 
which any given set of muscles 
, ; (say, the muscles which move the fingers 
and thumb) produce, arranged in close juxta- 
position. For the steady and co-ordinate pro- 
duction of most movements, the combined action 
of several different muscles and their opponents 
is usually necessary. The cell-groups in the 
motor cortex, which represent the different move- 
ments of groups of muscles (muscle-groups), 
which are in the habit of acting in conjunction, 
must necessarily be situated in close juxta- 
position, and are, without doubt, intricately 
mixed up. The individual motor centres are 
not sharply circumscribed and defined. The 
different cell-groups, which represent the dif- 
ferent movements of any given set of muscles 
(muscle-group); must necessarily, to some ex- 
: tent, run into and overlap one another. 

The many different cell-groups, representing 
the many different movements which the same 
set of muscles carry out, are intricately inter- 
mingled in the limited areas of the motor cortex, 
to which we apply the term motor centres. The 
destruction and irritation of localised portions 
of the motor cortex, which the physiologist can 
produce experimentally, are at the best very 
crude and coarse. It is impossible, if a limited 
area of the motor cortex contains many different 
cell-groups, representing many different move- 
ments, to pick out and destroy any individual 
. cell-group of which it is composed. Experi- 
mental destruction of any motor centre, how- 
- ever limited it may be, must necessarily 
destroy more or less completely all the dif- 
ferent cell-groups of which that centre is 
composed. Hence it is that destruction of a 
. particular motor centre in the cerebral cortex, 
: paralyses, more or less completely, all the cell- 


groups represented in that centre, and there-, 
fore more or less completely paralyses the. 
muscles {Le,, the group of muscles concerned in 
the production of the different moyements). re- 
presented ill the portion of cortex which is 
destroyed. 

Viewed from the practical side of medxf 
cine (the clinical side), it is not perhaps a’ 
matter of great importance, whether the motor 
mechanisms in the grey matter (motor area) of 
the brain represent movements or musci#, 
since localised destruction of a motor centre; 
must necessarily interfere, more or less corh- 
pletely, in accordance with the completeness of 
the destruction, with the functional activity of 
all the individual cell-groups (movement-j)ro7 
ducing mechanisms), of which it is composed^ 
and must therefore necessarily produce more or 
less complete paralysis in the muscles which 
are concerned in the production of those move- 
ments. And we know as a matter of fact, that de- 
struction of limited portions of the motor cortex, 
whether produced experimentally in the lower 
animal or by disease in man, does produce 
paralysis of muscles. But viewed from the 
scientific side, from the point of view of the 
neurologist, who is trying to understand and 
unravel the exact plan on which the intricate 
mechanism of the brain is constructed and the 
exact manner in wliich that intricate mechanism 
works, the distinction is a radical one. 


lY. — H erpes Zoster ON THE Hand. 

Dr Coldstream, of Florence, sent me, a feW 
days ago, the following very interesting note on 
a case of herpes zoster. It is obvious from; thiS/ 
and the other cases which have been brought 
under my notice, since I directed attention; tb 
the subject in the third number of these Studii^^ 
that herpes zoster affects the hand and flngerf ; 
much more frequently than I, and indeed btfieri. 
who have written on the subject, had stippbii^i 
Dr Coldstream writes as follows : — ' ■ 

" Dear Dr Bramwell, -^Having read ^witbi 
much interest your recent clinical remarks ott 





‘ herpes zoster, I send you a brief note of a case 
I have been attdhding here. 

“ The. patient was a lady, single, about fifty 
years of age, spare, but healthy. She had just 
arrived from the Lake bf Como, where, while 
; four days previously, she thought 

she. had taken a chill. I found her complain- 
,:in§ .of acute pain in the right shoulder joint, 
shdbtihg down the arm into the hand. There 
lyas no fever nor rise of pulse. 

A bright herpes zoster eruption was situated 
on the dorsal aspect of the posterior axillary wall, 
and extended down the posterior and outer sur- 
faces and the upper arm, evidently following the 
Itra^^ of the musculo-spiral nerve. It then 
leou^^^ down the radial border of the forearm, 

; a.iid appeared on hoth palmar and do^wl surfaces 
0 / if Ae Aaiid, covering a two-thirds of both 

'surfaces. It then extended down the sides of 
' the thumb, forefinger, middle finger, and radial 
side of ring finger, thus corresponding exactly 
; with the usual distribution of the radial 
nerve. 

I fancy such an extensive distribution 
must be very rare. I see two correspondents 
J|^^ve sent you note of its occurrence on the 

? ^'"*1 find herpes zoster occurs here also in 
' ’ I have seen three cases within the lust 

mo^h. In May last, I saw three cases within 
a fi^ight, two of them being on the same 

case I have mentioned, the pain in* 
^ ^ and hand lingered acutely after 

the eruption had faded.— Yours sincerely, 

"Alex. E. Coldstheam.'* 




: OF Facial Pakalysis of Seventy- 

^ ^ TIIKEE years' duration. 

eighth number of these Studies , I 
? ;^hblished a case of facial paralysis of forty- 
two years' duration, in which the paralysis 
l^he age of one year, and was 
result of an acute inflammation of 


the facial neVvb nucleus (poliomyelitis anterior 
acuta). 

During the past few weeks I have had ^he 
opportunity of seeing a very similar case. . tphe 
patient, an old gentleman, aged 74, walked into 
my consulting room, with tlie object, as I sup- 
posed, of consulting me on account of facial 
paralysis. But such was not the case ; for his 
complaints had no reference to the facial para- y 
lysis, which at once ^attracted attention, and 
had been . present for more than seventy-three 
years. * . : 

On questioning him with regard to this facial 
paralysis, which was left-sided and complete, 

I ascertained that it dated from an attack of 
convulsions during teething. It occurred when 
he was eighteen months old. His right foot was 
affected at the same time ; it had been twisted 
ever since. > 

It is probable, I think, considering the age at 
which the disease occurred, the distribution of 
the paralysis — the left side of the face and the 
right leg — and the complete character of the 
paralysis, which could only be the result of a 
lesion of the facial nerve or its nucleus, that 
the lesion in this case was an acute inflam- 
mation of the grey matter of the facial nerve 
nucleus — a poliomyelitis anterior acuta. 

The lower lid in tliis case was much everted, 
and tlie conjunctiva, both of the lid and ball, 
was much injected and thickened. 

The paralysed cheek was fuller and rounder 
than the sound one, and bagged considerably 
about the angle of the mouth. Nothing could 
be more striking than the contrast between the 
appearance of the cheek in this case, and in the 
case of progressive facial atrophy, which I 
figured in the eighth number of tliese Studies. 

In the case of this old gentleman, the cheek 
must have been absolutely destitute of all 
muscular tissue, and yet it looked much fuller, 
plumper, and rounder than the cheek on the 
sound side. 

>-♦-< 
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v ^ IN AN 

A tb v and Well Ventilated Bedroom. 

Fisherman ; aged 26 ; living in Shetland. 

This patient came to the Clinic, com- 
plaining of cough, spit, and shortness of 
breath on exertion. He had spat blood, and 
the physical examination demonstrated the 
presence of phthisis at the apex of the left 
lung. His appetite and .digestion were good ; 
he was neither gaining nor losing weight ; he 
did not get hot, and «iid not sweat at night ; 
the expectoration, though thick and yellow, 
was only moderate in amount ; the pulse fre- 
quency was normal. So far as he knew, he did 
not inherit any tendency to the disease. 

Dr B. (to the Students). This is clearly a 
chronic case of phthisis. The prognosis, as 
regards duration at all events, seems favourable. 
The facts that the patient is not losing weight, 
and that his appetite and digestion are good 
that the pulse frequency is not increased ; and 
that there is no febrile rise and no sweating 
at night, are very favourable indications. 
There does not seem to be any marked tendency 
to hsemoptysis in this case. That is also a 
favourable indication. It is not uncommon to 
have repeated large bleedings from the lung in 
cases of chronic phthisis. Aneurisms on 
terminal branches of the pulmonary artery are 
by no means uncommon in cases of fibroid 
phthisis. The rupture of an aneurism on a 
terminal branch of the pulmonary artery, is the 
most common cause of copious and fatal 
haemoptysis in phthisis. The rupture is by no 
means always fatal. The ruptured orifice may 
become plugged with clot, and the bleeding may 
in this way become arrested. Another danger 
in chronic phthisis, is the production of waxy 
(amyloid) degeneration in the liver, spleen, 
kidney, intestine, or other organs. Cases of 
chronic phthisis or bronchiectasis, with profuse 
purulent expectoration, are, in my experience, 
the most common cause of amyloid degeneration, 
at the present day. Five-and-twenty years 
ago, in my student days, amyloid degeneration 


was very much more common than it is now. 
Since the introduction of antfseptics, amyloid, 
degeneration has become very niach less- comr ; 
mon than it used to be. Diseased hip jpihlsv 
and diseased bones are not now allow:ed"to 
suppurate as they used to do. The abolition of 
chronic and long continued suppuration heS ■ 
prevented a great deal of amyloid degeneratijofi.* 

It may seem strange to you that a man, who 
follows the oc(jupation of a fisherman, and who 
does not appear to inherit any tendency to 
phthisis, should be affected with the disease. 
One would hardly expect that a man who 
breathes the pure air of the ocean during a 
large part of the twenty-four hours, should be 
the subject of phthisis. It must, however, be 
remembered that the sanitary condition of the 
houses in which people live, who breathe the 
purest air during the day, is often very un- 
satisfactory. Phthisis is common in many 
parts of the Highlands of Scotland. In many 
parts of the Highlands, people shut themselves 
up during the night in a box-bed, and breathe 
the impurest of atmosj)heres. The benefit 
which they derive from breathing the splendid 
fresh air of the Highland hills is not sufficient to 
counterbalance the injurious effects of their 
insanitary home-surroundings, and of the im- 
pure air which they breathe during the night. 

Dt B. (to the Patierd). Is your house healthy ? 

Patient. Yes ; pretty well. 

Dr B. Is it a good bouse ? 

Patierd. Oh, yes. 

Dr B. Is it damp ? 

Patient. A little. 

Dr B. What sort of a bed do you sleep in ? 
Is it a box ? 

Patierd. Yes. 

Dr B. Do you shut yourself up in it ? 

Patient. Well, not entirely. 

Dr B. Do you sleep by yourself ? 

Patierd. Yes. 

Dr B. What is the sire of the box-bed ? 

Patierd, Six feet by three and a half. 

Dr B. Can you turn youiself in it ? 

Patierd. Oh, yes. 

Dr B. Is there any ventilation into it t 

Patierd. There is a small window. S ^ 
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Dr B. is it open at night ? 

Pati&td, No. 

Dr B. I suppose you sometimes shut your- 
self up in^ t^^ box? 

PatuT^. Yes. 

Df B. (to the Students), It is obvious that 
this patient’s surroundings during the night are 
most unsatisfactory. Nothing could be worse 
than to sleep in a box-bed in a damp house. 
It is essential in the treatment of phthisis to 
see that the patient breathes a pure atmosphere 
during the night as well as during the day. 
Badly ventilated, small bedrooms are a fertile 
source of disease. There is nothing more con- 
ducive to good health than plenty of fresh air 
duriifg the night as well as during the day. 
The ventilation of a bedroom may appear a 
very commonplace matter — far too trivial a 
matter to be mentioned in these Studies, I 
entirely, however, dissent from such a view. I 
regard it as a very important matter. Most 
people are far too frightened of fresh air. I 
st^^gly disapprove of draughts, but I as 
strongly approve of an abundance of fresh air. 
Both for the preservation of health and for the 
treatment of disease, it is difficult, I think, to 
over estimate the importance of sleeping in a 
large, airy, and well ventilated bedroom. 

VII. — The value to the Patient of the 
Aura in Epilepsy. 

Male ; aged 20 ; a sailor. 

Dr B. What do you complain of ? 

Patient, A pain at the heart. 

Dr B, How long have you had it ? 

Patient, About eighteen months. 

Dr B, Is it always there ? 

Patient. No, only at times. 

Dr B. When do you feel it ? 

Patient. It comes on at any tipae. 

Dr B. Does anything in particular bring 
it on ? 

Patient. If I get excited it comes on. 


Dr B, Is it a severe pain ? 

Patient. Yes ; it makes me tremble. 

Dr B, Is the pain confined to the region of 
the heart ? Does it extend in any direction ? 

Patient, No ; when the pain comes on I feel ' 
something go up towards my heart, and my 
eyes get dim. 

Dr B, Does the pain go up to your head? 
Does it go up to your shoulders or down your 
arms ? 

Patient, No; I feel a swimming go up to 
the head, and my eyes get dim, and I tremble. 

Dr B, Do you ever become unconscious ? 

Patient. Yes, after the swimming feeling goes 
up to my head. 

Dr B. Have you ever tumbled ? 

Patient, Yes; I fell off the rigging twelve 
feet. 

Dr B, Did you hurt yourself ? 

Patient, My leg was sore for eight days. 

Dr B, How long have you been taking these 
turns ? 

Patient, Eighteen months. 

Dr B, How often do you take the turns ? 

Patient, Often I have had four in a day. 

Dr B, Do you ever take tliem during tlie 
night ? 

Patient, Yes; often. 

Dr B, Do you ever bite your tongue in an 
attack ? 

Patient, No. 

Dr B, Has any one ever seen you in an^ 
attack ? 

Patient's sister (who accompanied him). Yes, 
he had one to-day as he was coming up to the 
hospital. 

Dr B, What was it like ? 

Patient's sister. He had to hold on to the rail- 
ings and he swayed about. 

Dr B, Did he ajipcar to be insensilde ? 

Patient. No, it was a slight attack. 

Dr B. (to Patient's sister). Did you notice if 
his face twitched ? 

Patient's sister. No ; he was red in the face. 

Dr B, Were his eyes twisted ? 

Patient's sister. Yes. 

Dr B. (to Patient's sister). Is he ever cori- 
1 vulsed in the attacks ? 
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Paiimt*$ sister. Yes,')- ' -: 

Dr jR Have any of your brothers or sisters^ 
or relations, had attacks like these ? 

Patient, No; one of my sisters has heart 
Xdisease. 

Dr B, Are you well otherwise. 

^ : Patient Yes. 

Dr B, Are you short of breath ? 

Patient Yes. 

Dr B, Have you ever had any ailment exce^Jt 
this ? 

Patient I had typhoid fevei*. 

Dr B, Have you ever had rheumatic pains in 
your joints ? 

Patient No. 

Dr B, Have you ever had scarlet fever ? 
Patient No. 

Dr B, Please go into the next room and take 
off your shirt, and we will examine your heart. 

Dr. B {to the Students), The case is evidently 
one of epilepsy. The fact that the patient says 
he is short of breath, and that he complains of 
pain in the region of the heart, suggest the 
possibility of some cardiac lesion, but there is 
nothing in his appearance indicative of pro- 
nounced cardiac disease. In all cases of epi- 
lepsy, it is important to examine the heart. It 
is by no means uncommon to find mitral 
disease combined with epilepsy. In some cases 
of that kind, it is very difficult to say how far 
the epilepsy is due to, or influenced by, the 
mitral lesion ; but it is certain that, in many 
cases .in which epilepsy and mitral disease are 
associated, the administration of cardiac tonics, 
such as digitalis or strophanthus, is a valuable 
means of treatment: The administration of 
digitalis, along with bromide of potassium, is in 
some cases of this kind more beneficial than 
the administration of bromide of potassium 
alone. 

The 'patient here returned to the Clinic, After 
examining the heart, Dr Bramwell stated that he 
was unaUc to detect any evideme of organic 
disease. The urine was also found to le normal. 
Dr B, (to the St'udents), I fail to detect any 
cardiac lesion likely to produce either pain in 
the region of the heart or shortness of breath. 
The mere fact that a patient complains of pain 


or uneasiness in the region of the hea^ is! not, 
of course, indicative of a cardiac lesion;: In 
fact, quifcc the contraiy — uneasy sensations, 
and pain in the region of the heart, or palpita- 
tion, especially in young or emotional and ex- 
citable people, are per se suggestive of functional 
distui'bance rather than of organic disease. Vlf? 
a patient complains only of subjective sishsa^ 
tions in the region of the heart, and if there 
are no evidences of embarrassment of the 
circulation, especially if there is no shortness 
of breath, the probability is that the uneasy 
sensations in the region bf the heart are the 
result of functional disturbance, and not bi 
organic disease. In making a diagnosis, ho 
ever, we do not rely upon probabilities. The 
presence or absence of organic cardiac disease 
can only be determined by physical examina- 
tion. In the great majority of cases in which 
a patient complains of pain or uneasy sensa- 
tions in the region of the heart, or of palpita- , 
tion, and in which you fail to find, o|ifaaking 
a careful physical examination, any evidence of 
organic cardiac disease, you are justified in 
concluding that the cardiac symptoms are merely 
functional. In some cases, however, it is im- 
possible to be absolutely certain. In some 
cases of true angina pectoris, for example, it is 
impossible to detect any definite cardiac lesion. 
Some of the cardiac lesions with which anginri 
pectoris is apt to be associated, such as disease of 
the coronary arteries, fatty degeneration of the 
heart, fibroid degeneration of the heart, and 
small aneurisms at the root of the aorta, are- r 
difficult or impossible to detect by physiedj 
examination. Fortunately these lesions do not;: 
occur, or very seldom indeed occur, in youhg 
subjects. The age of the patient is therefore 
in such cases a very valuable f actoif .id. the 
diagnosis. ^ 

My present purpose is not, h^pror, to con- 
sider the differential diagnosis^^^f organic .and 
functional cardiac disease. Though this patient 
complains of pain in the region of the 
heart, and says he is short of breath, thei^ ; if : i 
no reason, so far as I see, to suppose that He: is 
suffering from any organic cardiac lesion. The 
fact that mental excitement or agitation^ 



corrofeorative of that opinion. 

Tho condition from whicli the patient is 
suffering, is epilepsy. He distinctly states that, 
in some of the attacks, he is unconscious, and 
his sister says, that he is sometimes convulsed. 
Oh one occasion he fell from the rigging, some 
t^elye feet. There can be no doubt, from these 
facets, that the, attacks are epileptic seizures. 

:ln this case, the epileptic fits are preceded by 
a well marked aura ; he feels, he says, a pain in 
the region of the heart; this is followed by a 
swimming sensation which mounts up to the 
head ; his eyes become dim ; and he then, in 
the seyere attacks at all events, becomes un- 
consbious. 

:Kqw, the fact that an epileptic fit is pre- 
ceded by an aura or warning sensatmn, is a 
very important one for the patient. Although 
the aura is usually of brief duration only, it 
usually lasts a sufficiently long time to enable 
the patient to place himself in a position of 
safety. Epileptic patients should be told to 
lay themselves flat down on the ground when- 
ever they feel the aura commencing. If they 
have time, they should loose anything tight 
which is round the nock. Some epileptic 
patients are unable to lie down or do anything 
during the aura. Some patients will tell you 
that although they know a fit is coming on, 
they feel fixed, and unable to lie down. Many 
epileptic patients, who have no aura, fall^ 
suddenly down unconscious, and injure them- 
selves severely. They may fall into the fire, or 
the water, or may crack their heads against the 
pavement. The aura then is a very important 
fact for the patient. The same warning 
sensation usually precedes the fit in any given 
case of epilepsy. This is not, however, invari- 
able. We sometimes find that the character of 
the aura changes from time to time. As a 
rhlp, however, the fits in any given case of 
epilepsy are always preceded by the same kind 
of aura. The aura may consist of any form of 
sensation which we are capable of experiencing. 
In some cases, the warning sensation, or aura, 
is a; painful sensation, such as a stinging 
sSe^atmh in tip of the tongue or in the 


light, of a noise, bad smell or taste, Special 
sense sensations are, ho\yev(n', comparatively 
rare. In juany cases, the aura consists of a 
peculiar feeling, whicli patients often find it 
dilficult to describe exactly, in tlie region of 
the stomach. In other cases, the aura consists 
of a creepy or cold feeling in some part of the 
body. In some cases, the aura is motor, and 
not sensory. The fit may be preceded by 
palpitation or fluttering of the heart ; in some 
cases the attack is jireceded by localised con- 
vulsive twitchings, similar to the localised 
spasms which occur in Jacksonian epilepsy. 
In rare cases, an intellectual aura occurs ; 
Hr Ilughliiigs Jackson lias directed special 
attention to the dreamy states ” wliich some- 
times precede an epileptic fit. 1 have met 
with several cases in which the speech centre 
appeared to be the first part discharged in an 
epileptic lit, and in wliich the aura consisted 
in the utterance of certain definite words, 
which were always the same in the same 
case. I might enumerate many other forms of 
aura, but I have said enough to show you 
that the character of the aura is very vari- 
able. In fact, tlie aura may consist of any 
sensation or motor phenomenon, whicli results 
from the discharge of a localised area of the 
brain cortex ; and since all the sensations which 
we can experience, all the motor actions which 
we can voluntarily produce, and probably, too, 
all the involuntary and visceral actions which 
occur in the human individual, arc represented 
or re-represented in the cerebral cortex, the 
epileptic aura may consist of any sensory or 
motor or vasomotor phenomenon which can occur 
ill the living body. 

It is probable tliat the aura represents a 
localised discharge of grey matter in the brain. 
This is obviously a point of great importance, 
for, if the theory is correct, the character of 
the aura may give us a clue to the position of 
tlie gicy matter whicli is first discharged in 
the fit; in some cases-— where, for example,^ 
there is any question of trephining— this infor- 
mation is of real practical importance. 

The practical point, however, which I wish 
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fore finger. In others, it consists of a ttilish 6f 



; .more especially to emphasise in connection 
' m the aura is this, that epileptic patients 
Avhose fits are preceded by an aura should be 
told to lie down, and place themselves in a 
position of safety, the moment they perceive 
the warning sensation. 

Some two years ago we had a very instruc- 
tive illustration of the necessity of the patient 
immediately obeying the warning sensation. 
About three years ago a sailor came to the 
clinic, complaining of epileptic fits. The attacks 
were preceded by a well-marked aura; the 
necessity of obeying the aura immediately it 
occurred was pointed out to the patient ; and 
some bromide of potassium was prescribed. I 
saw no more of the case for a year, when (his 
ship having again come to Leith) he again pre- 
sented himself. He stated that he was very 
much better, but he further said, that he had 
been very nearly drowned in one of the attacks. 
It appeared that on one occasion, while he was 
mooring his boat to a quay side, he felt the 
aura commencing. Knowing that the warning 
sensation lasted for a little time before the fit 
occurred, he thought he would, before laying 
himself down, have time to complete the mooring 
of his boat, He was, however, too late. Before 
he had completed the mooring, he became un- 
conscious, fell over the quay side, and was nearly 
drowned. You may be quite sure that lie will 
never again neglect the warning. The case is 
a striking one, and may serve to enable you to 
realise how important it is to impress upon 
every epileptic patient the necessity of obeying 
the warning sensation immediately it occurs. 
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VIIL — Case of General Paralysis cured by 
Antisyphilitic Treatment.* 

The following are the detailed notes of the case 
of general paralysis of the insane cured by anti- 
syphilitic treatment, to which I referred in the 
eleventh number of these Studies. The case is 


The case was published in The 
t/cffnwtZ (January iSSS, page 630). 


Edinhu/rgh Medkal 


SO important that I make ;iip apology 
printing the notes in full ! 

Mr A., aged 32, an engineer’s draugbtsmi% 
consulted me by the advice of Dr Tennetit of 
Glasgow on May 1st, 1882. With the : pati&t 
Dr Tennent sent me the following statement 

" Mr A., whom I advised to see you when itt 
Edinburgh, consulted me first in June last qi| 
account of dyspepsia. He then recovered. 
the beginning of the year he again consulted 
stating that his memory was becoming defggi 
tive, and that he found considerable diflB.ciP 
in getting through his work. He had also. < 
sionally felt a tendency to come down oii ' 
knees. There was some hesitation of speech ; 
the pupils seemed equal, but I did not subject 
them to the light test; the patellar' t'fenddn 
reflex was certainly diminished ; equilibria^ibn 
tests were satisfactory. He was evidel^lly 
extremely nervous about himself, and to AYdil 
the worry arising from business duty, I advis^ 
a complete holiday. When he returned, rej 
cently, it was evident that though the general 
health was improved, the condition othervi 
was aggravated. Tendon reflex was still ; 
diminished ; there was inequality of the puj 
the left being dilated, they were both, howej 
sensitive to light. Equilibriation with 
shut was still satisfactory, but he showed so 
uncertainly in going up and down stairs, andjif 
had evidently experienced considerable difflliSLltj 
when walking over rough ground. There was 
however, another feature of his conditioi 
which added to my anxiety, viz., he showee 
a marked tendency to fits of excitement anc 
depression. He displayed very little nervous 
ness regarding his condition, but talked in ai 
excited, happy way of occurrences which hac 
taken place years ago, as well as of the inci 
dents of his holiday. At times he seemec 
tending to incoherence, and to myself he mad 
several remarks almost of the nature of hallu 
cinations. On the last two occasions I saw him 
he would, however, hardly give me a reply 
remaining sullenly silent; he finally stated thai 
he had been startled during the night by pep|)l( 
through the wall. His cousin will give ydi 
fuller details of his ways at home. Theire was 
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I a love diflBculty some time ago, 

since which he has been depressed. ‘ There is a 
I history of syphilis.” 

|t On emmmation, I found the patient was stout, 
I muscular, and well-nourished. His facial ex- 
pression was markedly blank, and stupid look- 
ii^g,;^ T^ right pupil was smaller than the left, 
; ^ut both reacted to light. Speech was very 
^pfck, indistinct, and blurred, labials being pro- 
; ' npunced with special difficulty. His friends 
|||i£ated that he naturally had a burr, and that 
speech was always somewhat thick, but that 
got most markedly worse since his illness 
.commenced. They also stated that when he 
was staying at Moffat in February, he had had 
a sudden attack of loss of power and speech- 
. lesshesS ; after a little tin>e, he recovered, but 
was excited for several hours afterwards. Spas- 
mc^c twitchings, which were every now and 
ag^n: noticed in the muscles of. the face, when 
. :the parts were at rest, were very marked, both 
in the lips and face, on movement or speaking. 
The facial twitching and speech difficulties were 
most strikingly displayed when the patient 
gtie^pted to repeat such a sentence as “ papa*s 
|j^^ 0 )toing pony.” Fine tremors were also 
:^j^xced in the tongue when it was protruded. 

deterioration was marked. At 
s the patient was depressed, at others happy 
:,|6r excited. Every alternate day he seemed to 
Sb^depressed and taciturn. He had numerous 
lyelusions. ‘ On the first occasion on which I 
"saw bina, he sat sullenly silent, and it was with 
difficulty that he could be induced to answer 
questions. On that occasion, he stated that 
men were continually watching and following 
. him ; that at night he^Jild hear them walking 
up and down outside the house talking about 
him. 

On the next visit, he was much more lively, 
and talked freely, first on one subject and then 
on, another ; on this occasion, he laughed iinmo- 
^d^rateiy, and sometimes without any apparent 
R ’cause, and stated that he had taken out a patent 
f6r a ne|7 hair pomade, and that he was going 
to make a large fortune, ol^ another occasion, 
hp. /stated that he had seen a large serpent, 
/ yai^ long, going about the house, and 


that it was now in his ihside| that; t^^ men 
who were watching him were acting upon hhiv 
with galvanic batteries. His cousin stated that 
on one occasion he had walked about the house ■ 
stark naked, and had exhibited no sense of 
shame, when seen and expostulated with. On 
several occasions, he would not allow that there 
was anything the matter with him, seemed 
very happy and pleased with himself, and 
talked of his patent pomade and the large for- 
tune ho was to make by it. His friends stated 
that his sleep was very uncertain ; some nights 
he hardly slept at all, but would be constantly 
getting up and wanting to walk about. As a 
rule he was, even when excited, easily quieted. 

His movements were distinctly unsteady, but 
there was no distinct ataxia ; he was able to 
stand with his eyes closed and his feet close 
together. The knee-jerk was absent in both 
legs. No syphilitic manifestations of any kind 
were detected in any part of the body. The 
optic discs were natural ; there had been neither 

I headache, vomiting, vertigo, spasms, nor local- 
ised paralysis. Tlie bowels were costive, the 
tongue slightly furred, but in other respects the 
general health secTiied good. 

As the result of my examination, I caine to 
the conclusion that the case was one of general 
paralysis of the insane ; wrote Dr Tennent to 
that effect; and suggested that Dr Cloustou 
should be asked to see the case with me, and to 
consider the advisability of asylum treatment. 

, Dr Tennent, in reply, expressed his entire 
agreement with this opinion, and stated tliat * 
the specific treatment (iodide of potassium and 
mercury) which the patient had been taking 
for some time, had hardly as yet had time to 
show its full influence. 

Shortly after this, about the beginning of May 
(I have not the exact date), Dr Clouston saw 
the patient with me. He was of opinion that 
the case was probably one of general paralysis 
of the insane, but that there was a possibility 
of the condition being due to syphilitic brain 
mischief. He advised that the antisyphilitic 
treatment sliould be steadily continued, tliat 
the dose of iodide sliould be increfised from 20 
to 30 grains three times daily, and that the 






( Head should be blistered. ^He expressed the 
opinion that, as yet, there was );io necessity to 
send the patient to an asyluin, but advised that 
Hb should be kept at home under the charge of 
an attendant. 

This was accordingly done. At the begin- 
ning of June, the dose of iodide was still further 
increased to 30 grains five times daily, the 
former dose of perchloride of mercury (^j^^th 
grain) being continued. The blistering of the 
head was repeated five times. 

On the 12th of June, the patient, who had 
continued much in stativ quo, went to North 
Berwick. 

On getting out of bed on the 15th of June, 
he felt the left side (arm and leg) weak ; the 
weakness gradually increased, and in the course 
of a few hours amounted to total paralysis (left 
hemiplegia^. There was also, for a short time, 
inability to speak (temporary aphasia). The 
attendant stated that during this attack the 
skin felt hot, and the pulse was quick. 

On the evening of the 16th of June, I saw 
the patient with Dr M'Bain; the febrile dis- 
turbance had then completely disappeared, and 
the paralysis was very much diminished ; the 
patient had, in fact, been able to take a short 
walk out of doors in the middle of the day. In 
the course of a few days, the paralysis entirely 
" disappeared. After this attack, the mental 
condition seemed to undergo some improvement. 

On 14th July, there was another sudden 
attack of right-sided hemiplegia and aphasia. 
In four days, the paralysis of the arm and leg 
had again passed off'; the aphasic condition 
: continued for some days later ; for the first few 
days of this attack, the urine had to be drawn 
off with the catheter. The attendant was 
positive that neither of these attacks of hemi- 
plegia were preceded by any convulsive t wit chings. 

On 19th July, there was another slight attack 
* of temporary “aphasia, without limb paralysis. 

I have a note on that day to the effect, that 
/‘for three weeks there have been no delusions, 
. but that for a week or more the patient has 
r; been extremely stupid and apathetic, sitting 
silent for hours together, and appearing to his 
. attendant to be quite confused in the head.” 


The appetite has been very fair ; 
which at the beginning of June w^^V 
attendant stated, very obstinately c6nstipa^3,' 
have been acting freely. The iodid$.' .'tod 
mercury have been steadily continued. 

On 21st July, the patient returned to Edin- 
burgh ; on the 22rid July, he came down to see - 
me at my own house. He appeared to be 
walking somewhat better, but to be still very 
stupid and dull. His attendant stated that he 
was sleeping better. There was still much ftoial 
and lip tremor. After the last congestive attack, 
he had, for one day, complained of his head, 
and has occasionally since, in answer to a direct 
question, said that it was sore. It must, how- 
ever, be particularly noted, that this was the only 
occasion throughout the whole course of the - 
illness, on which he complained of headache. ' i 

On 25th July, Dr Clouston again met me in 
consultation. We found the patient much m 
statu quo ; the vigorous antisyphilitic treatment 
had apparently produced very little effect ; the 
patient had, it is true, lost his delusions, but the 
dementia was more marked, the tremor of the lips 
and face, the affection of speech, and the motor 
weakness were quite as great, in fact apparently 
greater. Dr Clouston was now definitely of 
opinion, that tlie case was one of ordinary general 
paralysis of the insane, and not of cerebral 
syphilis — a view which he recorded some months 
later in his admirable clinical lectures. 

On the evening of 1st August, after being put 
for a walk, the patient was seized with a rigor. 
He was immediately put to bed, and in the/ 
course of a short time fell asleep. The next 
morning he was found speechless and paralysed 
on the right side of the body ; at this time he 
appeared to be quite conscious. In the CiOUrSie - 
of a few hours, he gradually became completely 
comatose, and he remained so for thirty ^-sik 
hours. He then became partly conscicm^^l^ 
times wandering, at others highly nervou|j|^M 
excited; on two successive nights, he had^^^^fe. 
restrained by force; he was not actually ‘violent, ; 
but much excited and apparently frightetod; 
wanting to get up, leave his bed,'and go but/of 
the room. 

{To he continued,) 
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{Gontinued from page 232.) 

During this comatose attack, a large bedsore 
formed over the middle of the sacrum. Some 
few' days after he regained consciousness, a 
deep abscess burst while he was straining at 
stool, and a large quantity of pus and blood 
escaped externally. The attendant immediately 
plqgged the wound, and sent for Dr Dunsmurc, 
wKo had kindly taken charge of the patient 
during my absence. Dr Dunsmure found that 
the patient had lost a large quantity of blood, 
d[®^ply situated vessel of some size having 
^^yeii way. The coats of the ruptured artery 
Wi^ so brittle, that it was found impossible to 
/a^uTe the bleeding point by ligature. The 
vyptdid was accordingly plugged. . 

^ After this, in the words of his cousin, “ Mr A. 

pt recovered his head, he continued 
tq get better day by day until the beginning of 


October, when he wont back to his home ih . 
Glasgow.” ^ 

At the time of his return to Glasgow he was 
very much improved mentally, but still far 
from well. 

By Dr Tennent’s advice, the anti-syphilitic 
treatment was continued, and the head re- 
peatedly blistered. 

On the 18th of December, the patient was so 
much improved, that the attendant was dis- 
missed. 

On the 8 th of January, he returned to work ; 
he has continued to improve steadily since that 
date. 

At the end of 1883, ho married. 

On 15th July 1887, Dr A. Maitland Ramsay, 
who had, at Dr Tenncut’s request, acted as his 
ordinary medical adviser, kindly wrote me as 
follows : — “ Since Mr A. came under my care, I 
have had very little to note regarding his Ciwe, ^ 
as he has keiit so very well. He takes steadily, 
twice a day, a mixture of perchloride of mercury 
with iodide and bromide of potassium. Ho is 
(tlways at his work as a draughtsman, and some , 
time ago, when through the dull trade he was 
thrown out of employment, he e.'chibitcd the , 
greatest perseverance and activity in obtaining 
another situation.” 

The more detailed report which Dr Ramsay 
kindly sent me, is as follows : — 

“ Mr A. was first seen by me in Mar ch 1885, 
when he was suffering from a severe attack of 
nettle-rash. At that time his speech was so 
thick that it was with difficulty I could make 
out what he said. His manner was nervous ; 
and excited. In a week, he had got completely 
over the nettle-rash, and since then he has only 
consulted mo specially on account of what he 
calls ‘ fainting fits,’ which at first came on very 
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frequently, but now only once in the six weeks. 
These 'fits' have all along been periodic, the 
• jiiiterval between them gradually lengthen- 
ing. His wife states that he has no warning 
of the approach of a ' fit the attack may come 
on at any moment after the usual interval has 
passed. In the attack he suddenly becomes 
very pale, and his eyes have a staring expres- 
sion. There are no convulsive movements, bat 
sometimes a slight twitching of the muscles of 
his face. If a ' fit ' comes on at his work, he 
stops what he is doing and sits motionless. 
He does not let his square or his pencil drop 
from his hand. If an attack comes on during 
a meal, he all at once stops chewing his food 
and stares straight before him. He himself 
states that he docs not lose consciousness, and 
that although he knows perfectly well that he 
is being addressed, yet he feels quite unable to 
speak. His wife says, however, that she thinks 
he does lose consciousness, at least at the very 
onset of the fit, but as the whole attack is over 
in less than a minute, it is somewhat difficult 
to say. He has frequently had an attack in his 
office, and those sitting at the desk along with 
him did not observe it — only, he says, that 
they sometimes remarked afterwards that he 
was looking pale. There is no loss of memory 
after a ' fit after the attack is over, he begins 
to. talk as if nothing had happened. He may 
liave several attacks in the course of the twenty- 
four hours. They sometimes come on in bed, 
and his wife states that those attacks, which 
come on while he is lying in bed, are of longer 
duration, and apparently more severe than 
those which occur during the day time. The 
day after the fit, he is, he says, perfectly well, 
only for a time he loses the sense of taste ; this 
disturbance of his sense of taste, however, seems 
not to be so marked now as it used to be. 

" His speech is still a little thick, but quite 
intelligible; he is regularly at his work, is 
most painstaking and exact in all that he does, 
and his memory i^ very good. He reads a 
great deal, and takes a very lively interest in 
all that is going on. 

" The- left pupil is rather larger than the right ; 
both pupils contract freeijr’ to the stimulus of 


light and during the act of acdoinm^ 

There is n© disturbance in the ocular musclea ; 
and ophthalmoscopic examination reveals no 
abnormality in the fundus of either eye. ' 

" The knee-jerk is normal, or rather exag^ 
gerated on the left side, and nearly absent on 
the right, but there is not the slightest un- 
steadiness in his gait, nor any want of the 
power of equilibration on making him stand 
with eyes shut and feet close together.” 

When last seen by me on October 1887, he 
stated that, with the exception of occasional 
momentary “fits of abstraction,” which are 
gradually becoming less and less frequent, he 
feels perfectly well. His memory is, he says, 
quite good ; his drawing is better than it was 
for years before his illness commenced; and for 
the past five years, he has had absolutely no 
symptoms of mental derangement whatever. 

Some physical evidences of disease still, how- 
ever, remain. His speech is much thicker than 
it was before his illness ; his knee-jerk, as 
tested through the the trousers, seemed absent 
in both legs; and the attacks of •petit maZ, 
though steadily diminishing in frequency, still 
continue. 

There is no longer any evidence of motor 
impairment. I did not on this occasion detect 
any twitchings or tremors in the tongue, lips, 
or’ facial muscles ; the pupils were equal, and 
responded briskly both to light and accom- 
modation. The patient still had a somewhat 
heavy, stolid expression, which is probably 
natural to him ; his memory and intelligence 
seemed active, and, so far as I could judge, in 
every way natural. 

His cousin tells me that, for some time after 
his recovery in January 1883, he made frequent 
mistakes in writing, missing out letters and 
v^ords, and using wrong words and expressions. 
I’hese mistakes have gradually become less 
frequent, and are now rarely observed. 

Up to the present time, December 1889, the 
patient has, I understand, continued well. 
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jPr Bramwetl here emmimd ths heart 


[I.-^Thb Value of Cultivating the Habit 
OF Minute Observation ; the Value of 
1 Practical Work; a Large Clinical Ex- 
; ' perience and a Practical Acquaintance 
with Disease absolutely Essential for 
Successful Medical Authorship; the 
Preliminary Apprenticeship Question. 

Young Woman ; age, 18 ; pupil teacher. 

Dr B. What do you complain of ? 

Patient Hoarseness. 

Dr B. How long, have you been ill ? 

Patient Since the Spring. I then had an 
attack of rheumatic fever, and sore throat ; the 
hoarseness has never gone quite away. 

Dr B, Was the rheumatic fever a severe 
attack ? 

Patient Yes. I was in bed for a week. 

Dr B. Were your joints swollen ? 

Patient. Yes. 

Dr B. And you were feverish ? 

Patient. Yes. 

' Dr B. Have you any cough ? 

Patient No. 

Dr B. Do you feel well enough otherwise ? 

Patient. Yes. 

Dr B. Have you lost flesh ? 

Patient. No. 

Dr B. Have you gained ? 

Patient. No. I am much about the same ? 

Dr B. Is your appetite good ? 

Patient. Yes. 

Dr B. Have you been able to go on with your 
work ? 

Patient Yes ; but with difficulty. 

Dr Bramwell here examined the throat, and 
stated that there was nothing to he seen to accoimt 
for the condition. 

Dr B. (to the Students). The hoarseness does 
not seem to depend upon any abnormal con- 
dition of the throat or fauces. The parts 
appear to be quite normal. The hoarseness 
probably depends on some abnormal condition 
of ' the larynx. It will be advisable to examine 
ihe heart. Possibly the heart was affected 
inuring the attack of rheumatic fever. 


reported that it was normal 

Dr B. (to the Patients mother). Has she got 
paler lately? 

Patients mother. Yes, very much. 

Dr B. (to the Students). It will be necessary 
to examine the condition of the larynx ; the 
fact that the hoarseness has continued for 
such a long period of time is suggestive that 
it depends upon some definite organic cause. 
Tubercular laryngitis is one of the conditions 
which might produce it. There do not, how- 
ever, appear to be any of the other symptoms, 
which one might expect, if the case were one of 
tubercular laryngitis. There is no cough ; the 
patient has not lost flesh ; her appetite is good. 
The only abnormal condition which we have de- 
tected, in addition to the hoarseness, is anaimia. 

It is not likely that that is the cause of the 
hoarseness, but it is well to remember that in 
some cases of tuberculosis, whether of the lungs 
or the larynx, the tubercular afiection is pre- 
ceded by, or accompanied by, aniemia. 

A laryngoscopic examination, which was made 
after the clinic, failed to show any definite local 
alteration in the larynx. The exact cause of the 
hoarseness was consequently undeterminal Iron 
and arsenic were prcsci'ihed for the ancemm. 

Dr B. (to the Students). Hoarseness is some-* 
times associated with disease of the heart, and 
with disease of the great vessels within the 
.thorax. As you all know, aneurisms or solid^ 
intra-thoracic tumours, which press upon or 
involve the recurrent laryngeal nerve, may 
produce either spasm or pai'alysis of the larynx; 
ill some cases of intra-thoracic aneurism and 
intra-thoracic tumour, very marked laryngeal 
symptoms, such as hoarseness, loss of voice, a 
ringing, clangy, metallic cough, or sudden 
attacks of dyspnma, are iiresent. When laryn- 
geal symptoms are due to the pressure of 
thoracic aneurism on the recurrent laryngeal 
nerve, one can generally detect the presence or 
absence of spasm or paralysis of the left vocal 
cord, on examining the larynx with the laryn- - 
goscope. In the great majority of cases of this 
kind, the left vocal cord is alone involved ; but 
in rare instances, pi:essure on the left recniv 
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rent M curiously enough to produce such, for example, laryngeal ^catarrh; or:' 

spasm or paralysis of both vocal cords. In all ordinary sore throat. Probably the hoarseness 
cases of suspected aneurism or solid intra- in the particular case, which we have just been 
thoracic tumour, the larynx should be care- investigating, was due to one or other or both' 
fully examined. In some cases in which the of these conditions. But when hoarseness does 
left vocal cord is paralysed, there are no occur in the course of acute rheumatism^ it p 
marked laryngeal symptoms. In cases of sus- well to remember, that it may possibly be due 
pected aneurism or intra-thoracic tumour, one to inflammation of the pericardium. Although 
should not, therefore, be content to ascertain the occurrence of acute rheumatic pericarditis 
the presence or absence of hoarseness, loss of is, in many cases, unattended with any pain in 
voice, cough, &c. ; it is necessary, even when the region of the heart, or any symptoms 
the voice seems quite normal, and when neither directly suggestive of cardiac derangement, yet 
cough nor dyspnoea is complained of, to observe the onset of the pericardial inflammation is not 
the condition of the left vocal cord by the aid unfrequently attended with distinct alterations 
of the laryngoscope, just as it is necessary, in in the physiognomy and general appearance 
suspected cases of cerebral tumour, to examine of the patient. In many cases, a careful 
the condition of the optic disc with theophthal- observer is struck with the fact that, with the 
moscope, whatever the condition of vision, Le., occurrence of pericarditis, the patient does liot 
whether vision is good or not. look so well. It is obvious, from the facial 

In most cases in which the left vocal cord is expression, and whole appearance of the patient, 
paralysed, you would, of course, expect to have that something has occurred. In some cases of 
.some laryngeal symptoms, but in some cases acute rheumatic pericarditis, the onset of the 
laryngeal symptoms are entirely absent, or pericardial inflammation is attended with a 
are so slight that they do not attract the pale, pinched, and anxious — almost -collapsed-— 
attention of the patient. Eemcmber then, in all expression ; in other cases, the face is flushed, 
cases of suspected aneurisms or solid tumour The late Dr Sibson suggested that these altera- 
within the thorax, to examine the condition of tions of the countenance, flushing or pallor, 
the left vocal cord with the laryngoscope. are probably due to reflex disturbance of the . 

In some cases of pericarditis, there is hoarse- vasomotor centre, the pericardial inflammation 
ness ; the alteration of voice may indeed be acting as the source of the peripheral irritation, 
the only noticeable symptom in pericarditis. Be that as it may, it is certain that the only 
In many cases of pericarditis, the onset of the external indication of the onset of a pericardial 
pericardial inflammation is unattended with inflammation is, in some cases of acute rheu- 
cardiac pain, or any other symptoms directly matism, the change of physiognomy which I 
suggestive of cardiac disease. The occurrence have just attempted to describe. These changes 
of hoarseness during an attack of rheumatic are not, of course, distinctive of pericarditis;: 
fever, or in the course of a case of cirrhosis they, like hoarseness, are only suggestive. They 
of the kidney (in which affections pericarditis are, however, of great importance. They show 
occurs more frequently than in any other condi- that the patient is not so well. They suggest 
tions), should suggest a careful examination that something has occurred. What that aome- 
bf the heart. Any symptom, which suggests thing is can only be determined by carefhl 
the onset of a pericarditis, is of great value. I investigation and examination. If that 
do not, of course, mean to say that the occur- thing is pericarditis, one would expect "to 
rence of hoarsenesj^ in a case of i heumatic fever evidence of the pericardial inflammation (in the 
is indicative of pericarditis. Far from it. In form of a to and fro friction murmur,j 
the great majority of cases, in which hoarse- perhaps of increased pericardial dulness),'P5 
ness occurs in the course of acute rheumatism, making a physical examination of the heart. ; 
it doubtless depends upon other conditions, T cannot too strongly impress upon you th< 




I jiecessity ofc cultivating your powers of obser- 
yation, and of getting into the habit of noting 
the most minute details in the physiognomy and 
general appearance of the patient. 

Apparently trifling alterations often give us 
most valuable information. 

In a case of continued fever (typhus or 
typhoid), you may find, for example, some 
* jnorning, that a patient, who has been pre- 
viously lying on his back, listless, and, as it 
vrere sunk in the bed, has turned on to his side. 
That change, to the uninitiated so apparently 
trifling, is a change of very great significance, 
bn it alone, you may, in most cases, with 
perfect confidence, hazard a very definite opinion 
; |]^at the patient is better. 

Again, in the case of acute croupous pneu- 
^ m^ the appearance in the sputum of a few 
black specks, may enable you to predict that reso- 
lution is about to occur. In more than one case of 
acute croupous pneumonia, the occurrence of a 
few minute black particles in the sputum, has 
^^.jiinabled me to predict the speedy onset of resolu- 
i'?feon,and this, before there was any decline of the 
temperature or any other evidence of improve- 
ment in the general condition of the patient. I 
remember one case of acute croupous pneumonia, 
in ^yhich I gained great credit by means of this 
very simple observation. The patient, whom I 
was attending, now a number of years ago, was in 
a good position, and his life was a very valuable 
one ; the attack of pneumonia was severe, and 
for a time it seemed doubtful which way things 
would turn. One morning, when the attack 
seemed at its worst, the sputum, which liad 
previously been scanty, tenacious, and rusty — 
the typical apple-jelly sputum of acute croupous 
pneumonia — was slightly more copious, and I 
noticed that it contained some minute black 
particles. Knowing that this was, in some 
: cases at all events, an indication that resolution 
was about to occur, and that catarrhal elements 
i^rexe in all probability being expectorated from 
^/he previously stuffed-up air cells of the lung, 
i ventured to. predict that a change would 
/probably occur in the course of a few hours, 
and that the patient would in all probability 
.pull through. Fortunately, both for me and 


for the patient, the result was as I had ex- 
pected ; by the observation of this apparently 
trifling point, and by the confident opinion 
which I felt justified in basing on it, I have 
reason to know that I gained considerable 
credit both with the patient and his relatives. 
Don’t let my remarks on this point be misunder- 
stood. I have no intention of saying that the 
presence of black particles in the sputum of a 
case of acute croupous pneumonia is indicative 
of a favourable termination. What I do mean 
to say is, that in some cases of acute croupous 
pneumonia, in which the sputum has previously 
presented the characteristic apple-jelly character, 
the appearance of black particles in it, is 
suggestive of commencing resolution ; and that, 
if other things are favourable, the point may 
be made use of for prognosis. We know that 
if a patient with acute pneumonia can be 
enabled to tide over the attack so as to reach 
the stage of resolution, that in all probability 
he will rapidly improve, and soon get thoroughly 
and completely well. I don’t mean to suggest 
that the presence of - black particles in the 
sputum of acute croupous pneumonia is always 
suggestive of commencing resolution, or that all 
cases of acute croupous pneumonia, in which 
black particles appear in the sputum, recover. 

I am, liowever, very anxious to impress upon 
you the importance of observing every minute 
detail connected with disease and sickness, and 
of studying with the closest attention and care 
every case which comes under your observa- 
tion, however commonplace it may at first sight 
appear to be. You must try and see and 
observe these little points for yourselves. Book- 
knowledge and book- work are all very well, but, 
though absolutely necessary and essential, they 
are altogether inferior to the knowledge which 
can only be acquired by the observation of disease 
in the living patient. The only real knowledge 
of disease is that which is acquired at the bed- 
side by careful and minute observation of the 
living patient. A real, practical, living know- 
ledge, so to speak, of disease, gained by experi- 
ence and observation for oneself, is infinitely 
more valuable than any amount of mere book 
learning. You may read books till you are 
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black in the face, but however ^eat your read- j 
ing, however great your natural ability and ' 
cleverness, you will know really little or nothing 
of disease until you have studied or observed 
the facts of disease as they occur in the living 
man. 

One sometimes hears people talk of a man's 
cleverness as a writer of medical books ; they 
seem to think that if a man has acquired, 
by dint of hard labour and much practice, 
or, what is probably very rare, has inherited 
or been born with, the mere power of writing, 
that he can write medical books. Well, a man 
who possesses and has acquired the facility of 
writing, might doubtless write and produce 
medical books, just as he might write fiction or 
poetry, but it is absolutely certain that tlie 
medical books at all events, which were the 
result of mere literary skill alone, would be 
arrant medical rubbish. No one who knew any- 
thing about medicine would read them. It may 
perhaps be possible, by mere innate ability and 
literary dexterity, to write a work of imagina- 
tion or fiction, which is worth reading, but it is 
absolutely impossible for any one, however 
great his innate and literary ability may be, to 
write a scientific or medical book, which is 
worth reading, unless lie possesses a real and 
practical acquaintance with the subject he is 
writing about. Even for the production of a 
high class work ^ of fiction, immense study and 
a first hand knowledge of the subjects touched 
upon, are essential for success. Between the 
works of a George Eliot and the ordinary sensa- 
tional novel, there is a wide gulf fixed ; just as 
there is an almost unbridgeable distance between 
such a book as Hilton Fagge's Principles and 
Practice of Medicine and an ordinary medical 
"pot-boiler.” 

In science and medicine, a real and practical 
acquaintance with the subject, in all its bear- 
ings, is the only basis for true success. Ho 
amount of innate ability, no amount of literary 
skill, will enable ani)r one to produce a medical 
book worth reading, unless he possesses this 
fundamental requirement of success. 

One sometimes hears a successful medical 
^ author described as a clever writer. A clever 


writer ! The people who talk in that way only 
show their ignorance. They know nothing about ; 
medical writing. You may be sure that they 
liave never written anything worth reading 
themselves. They are obviously unable/ to ; 
appreciate the most elementary requirements 
necessary for successful medical authorship. 
To produce a really good book on practical 
science or practical medicine, the writer must 
be practically familiar with his subject, and, as 
I have already pointed out, a real knowledge of 
disease can only be acquired by an extensive 
clinical experience. This is the first essential, 
the very basis for success. Without this, no one 
can or ever will produce a work in any depart- 
ment of practical medicine which is worth 
reading. 

The second element for successful medical 
authorship is, I consider, sound judgment. 

A man who attempts to write a good sys- 
tematic treatise on any scientific subject, or 
on any department of practical medicine, who 
is not content to ignore or slur over difficult 
and disputed points, but who conscientiously 
endeavours to meet every difficulty and to 
consider every doubtful and. disputed point 
connected with the subject, must be able to 
weigh evidence correctly, and to test the many 
different opinions which exist on every medical 
subject by his sound knowledge and practical 
experience. Unless a man has a real practical 
acquaintance with the diseased conditions he is 
writing about, he is totally unfitted and unable 
to give a judgment on any difficult or disputed 
question connected with practical medicine, 
however logical his mind, and however unpre- 
judiced his opinion may be. 

It is only right, in my opinion, that these facts 
should be prominently made known. Those of us 
who are doing our best to advance medicine, and 
to teach others, by recording our experience of 
disease, have no light task before us. Talk of ^ 
labouring work ! why, labouring work is nothing 
to the work required for the production of a 
big book on medicine. To acquire the prap*- 
tical knowledge which is essential for success, 
requires years of reading, of study, and ; of 
patient bedside observation; to product tha 
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.book, onee the material— the practical know- 
. ledge and experience, and familiarity with the 
opinions of others — has been gained, requires 
; enthusiasm, an invincible determination to 
succeed, the most persevering industry, and 
, demands months or even years, of sustained effort 
and continuous work. When we think of the 
unfair treatment which the result of all this 
.labour— the outcome of all these years of con- 
tinuous toil and effort— sometimes (though 
for the credit of medical journalism it must be 
stated quite exceptionally), receives at the 
hands of the critics, one is perhaps for the 
moment inclined to ask whether the game is 
worth the candle. The doubt is, however, 
merely temporary. Thank God, the profession, 
as a whole, is fair-minded and impartial. 
Sooner or later every man’s work will un- 
doubtedly receive its due. For the moment, 
the opinion of the critics may deal unfairly 
with it, and may unduly exaggerate its merits 
on the one hand, or underestimate its value on the 
other. But rely upon it, tliat in the end, every 
man’s work, and which is still more important, 
every man’s true character and real worth, are 
pretty correctly estimated by the profession. 
There are doubtless some exceptions to this as to 
every other general rule, but the exceptions are 
certainly not numerous. 

Those of us who are doing our best to ad- 
vance medicine, by recording our experience, 
and by writing medical books, have, I main- 
tain, a right to expect that our writings shall* 
be criticised in a fair and impartial spirit. 
All we ask for, or rather, I should perhaps say, 
all that we are entitled to ask for, is a fair 
field and no favour. We have a right to expect 
that our writings should be reviewed by com- 
petent and fair-minded men, and in a spirit of 
judicial impartiality. The object of the re- 
viewer should be, not merely to pick out 
the bad points — though these should most 
certainly be prominently indicated — but to 
weigh the merits- of the work as a whole. 
In my opinion, it is the duty of the reviewer to 
look for the good points quite as much as for 
the bad points, and to indicate the strong 
points quite as much as the weak points in any 


work which he criticises. In short, the 
criticism shoxild be made in a fair and liberal 
spirit; the reviewer should always, in my 
opinion, endeavour to commence his work with 
a bias, if he must start with a bias at all, in 
favour of the author. If after a full and careful 
consideration of the merits of the work as a 
whole, he conscientiously comes to the conclu- 
sion that his criticism ought to be unfavourable, 
by all means let it be unfavourable. The re- 
viewer of a book has a public duty to perform. 
If he conscientiously believes that the book is 
a bad one, it is his duty to point out its defects. 
The profession has a right to expect that it 
should be correctly and fully informed of the 
true merits, whether good or bad, of every work 
which is reviewed in the medical journals. All 
that we medical authors have a right to expect is, 
that our writings should be carefully and fully 
considered by competent reviewers, and that 
their criticisms should be just and impartial.* 

It seems to be sometimes forgotten that a man 
who write'* a book stakes his reputation on the 
venture. If the book is a weak one, or a poor 
one, or a positively bad one, if it contains gross 
errors, the loss of credit which the author 
sustains, and quite rightly sustains, is certainly 
greater than the -increased credit and reputa- 
tion which he gains if the book is a good one. 
A man who never writes at all runs no such 
risk. Do not, however, let it be supposed that 
I have any intention of implying that the men 
who do write ought to be considered superior, 
merely because they write, to the men who do 
not write. Many of our most able men and 
most reliable practitioners never write at all. 
What I do, however, wish to point out is this, 
that a man who docs write voluntarily runs 

* I must carefully guard myself against having it supposed 
tliat the remarks which have just been made on reviewers and 
reviews arc prompted by any personal considerations. The 
notices of my own books which liavc appeared, whether in 
Biitish or foreign journals--with the exception of one 
journal alone, which has been peculiar in the estimate 
which it has placed on my writings— have, almost without 
exception, erred, if they have erred at all, on the side of 
leniency. Personally 1 have nothing to complain of, 1 
liave only to thank my critics for the generous, and I fear,' 
in many cases, far too favourable estimate which they have 
placed on my writings. 
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the risk of adverse criticism; that he volun- 
thrily runs the risk of damaging his reputation 
as well as of bettering it. The men who never 
run no such risks, and it is perfectly 
certain that if some men, who have attained to 
professional eminence and great practice, had 

/• Written^ that their eminence and reputation 
would have been proved to be fictitious and 
undeserved. Just as it is perfectly certain that 
some medical authors have, for the moment at 
least, gained infinitely more credit and reputa- 
tion, by their writings, than the real merit of 
their work in any way entitled them to. 

What I desire in particular to emphasise is the 
fact, that mere cleverness, mere ability, mere 
literary skill, wjll never enable any man to write 
anything which is really worth reading, anything 
which is likely to last, on any subject connected 
with practical medicine. I repeat that, without 
extensive practical experience, and without a 
real, first-hand knowledge of disease, no man, 
whatever his natural ability and literary gifts 
may be, will ever attain any true eminence 
as a writer on practical medicine. 

. The only basis of real and true success in 
practice, or, as I have attempted to show, in 
medical authorship, is an extensive clinical ex- 
perience and a sound knowledge of disease as it 
exists in the living patient. 

- The necessity for a more extended practical 
training for pur medical students (I do not 
refer to the Edinburgh medical students alone, 
but to all students) is now almost universally 
recognised. On all hands we have it stated 
that the young practitioner, on his entrance to 
practice, is in many instances very inadequately 
qualified to deal with disease. His book 
knowledge may, it is said, be extensive, but his 
practical knowledge of actual disease, even of 
such common diseases as measles and scarlet 
fever, is, it is stated, sometimes' dangerously 
and scandalously deficient. The statement is I 
believe in some instances justified. Here in 
Edinburgh, where the number of students in 
proportion to tlie number of Hospital b'eds 
is much greater than elsewhere, the diffi- 
culties of supplying the medical student with 
a: sufficient opportunity pf studying disease in 


the living patient is enormously great. If I may 
judge from my own observation and experience, 
I should say that the students who are trained 
at some of the smaller schools of medicine, 
have at the date of their qualification, in some 
instances at all events, a greater and wider 
practical acquaintance with disease, as it occurs 
in the living individual, than the students who 
are trained in Edinburgh. ' ✓ 

At the start in practice, the student who has 
been trained in a small school is, I believe, in 
some instances at an advantage. But it is only 
at the start. Here in Edinburgh the medical 
student receives a magnificent scientific and 
theoretical education. On his first entry into, 
practice, he may be, for a short time perhaps, 
a little at sea in dealing with the more common 
diseases and accidents of every day life; but it 
is only at the start ; he enters practice with 
a broad foundation, and with a splendid 
theoretical and scientific training. His com- 
parative disadvantage as a practical man, 
even granting that it exists, and it has I 
believe been very much exaggerated, soon 
rights itself, whereas the man who has received 
an inadequate theoretical and scientific train- 
ing is never, or is seldom if ever, able to 
make good his deficiencies. I have no hesita- 
tion whatever in saying that, after having been* 
for two or three years in practice, the man who 
starts with the broad foundation of scientific 
training and theoretical knowledge is infinitely * 
the abler and sounder practitioner of the two. 
If I were obliged to be treated by either of the 
two men, at the time of their first entry upon 
practice — but certainly if I had my way I 
would prefer to be treated by neither— I 
would, I think, be disposed to give the prefer- 
ence to the man with the greater practical 
knowledge; but if I had to make my choice 
between the two men, after they had been 
for two or three years engaged in practice, I 
have no hesitation whatever in saying that I 
would select the man who had entered practidp 
with the smaller amount of practical knowledge 
of disease, but with the broader theoretical 
knowledge and better scientific training. 'I 
speak, of course, generally. I refer to. tHd 



ciunyATJ^ observation. 


;■ average type of man who is turned out by the 
two different methods of teaching and training. 
I do not for a moment, of course, mean to 
suggest that because a man starts with a well 
• tmhed mind, and with a broad basis of theo- 
retical knowledge, that he will necessarily, after 
he has been engaged for two or three years in 
practice, turn out to be the sort of practitioner 
• one would like to be treated by, and that he will 
necessarily be a sounder, and better, and abler 
practitioner than tlie man who starts with a 
greater practical knowledge of disease, but with 
a poorer scientific training, and with a narrower 
basis of theoretical knowledge. There are of 
course innumerable exceptions to any general 
lltatement of this kind. All I mean to say is 
that, given two or three years of actual experi- 
ence in dealing with disease in practice, the 
one system is, in my opinion, more likely to 
produce a sound and reliable practitioner than 
the other. 

A perfect system should of course combine 
the advantages of both methods. Our Edin- 
burgh students do not, in my opinion, see 
enough of actual disease. The time which is 
allotted to the preliminary and scientific sub- 
jects, I mean all the subjects which are in- 
cluded in the first and second professional 
examinations for the M.B. — as compared with 
the time which is allotted to the practical sub- 
jects (medicine, surgery, midwifery, clinical 
medicine, clinical surgery, gyntecology, diseases 
of the eye, ear, throat, and skin, insanity,-*- 
and I should include in the final subjects, 
therapeutics) is proportionately far too great. 

; Or to put the matter more correctly and more 
justly, the time which is allotted to the final 
subjects as compared with the preliminary and 
scientific subjects is far too short. In my opinion, 
far too short when the extent and importance of 
the final and practical subjects are considered. I 
do not mean to imply that too much time is spent 
on the subjects comprised in the first and 
'sepond professional examinations. Quite the 
. contrary. The time devoted to these subjects is, 
i in: my opinion, by no means too long. I should 
'leave these subjects just as they are at pre- 
sent (transferring therapeutics to the final. 
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subjects), but I should extend the time re- 
quired for the study of the final subjects. 
It is not enough, in my opinion, to extend, 
the curriculum to five years. It is, I think, 
very desirable that every student should be 
obliged to spend two complete years in the 
study of the final subjects. I should like to see 
it made compulsory, for every medical student to 
spend two complete years in the study of the 
final subjects after he has passed the second 
professional examination. I refer not merely 
to the university examinations, but to all the 
qualifying examinations. It is, I suppose, prac- 
tically certain, that within a very short time, 
the period of study will be extended to five 
years. This is a change which I have long 
advocated, but unless the student is obliged to 
spend the additional year in the study of the 
practical subjects, and more especially in clinical 
study, the reform will, in my opinion, be inade- 
quate. It is essential, I think, to insist that 
the additional year be devoted to the practical 
subjects and to clinical study. 

With the object of making the student at the 
time of his entrance into practice more prac- 
tical, and of affording him an opportunity of 
acquiring, during his career as a student, a know- 
ledge of tlie more common forms of ordinary 
illness, a suggestion has been made to revive the 
system of apprenticeship. One proposition is, 
that before tlie student commences his course of 
study at a university or medical school, he should 
be apprenticed for one or two years to a general 
practitioner, or attached as a pupil to a dis- 
pensary, workhouse infirmary, or public hos- 
pital. The other is, that six months or a year 
should be passed as an apprentice, after the 
ordinary course of training at a medical school 
has been completed. 

Now, in considering the advisability of reviv- 
ing the old apprenticeship system, it may, I 
think, at the outset be conceded, that before a 
medical student is allowed to engage in practice 
on hisown account, a reasonable guaranteeshould 
be demanded by the licensing and qualifying 
Bodies, that he has a sufficient and satisfactory 
knowledge of the more common diseases and 
ailments ; that he is at least able to recognise 
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> the more trivial as well as the more serious 
i j^forms of disease, when he meets with them; 
^ ^ he is sufficiently acquainted with the treat- 
; mcnt of these common ailments ; and that he is 
practically familiar with, and has personally 
practised the more common forms of manipu- 
lative procedure, such as setting a fracture, 
passing a catheter, and the like. 

But the question naturally arises, whether 
the apprenticeship system is the only or the 
best means of acquiring this necessary informa- 
tion ; and if so, whether the period of appren- 
ticeship could be passed before or after the 
ordinary course of education at a university or 
medical school. 

The subject is so extensive, that I shall not 
on the present occasion, at all events, attempt 
to consider it fully. I am, however, anxious to 
consider the advisability of instituting a pre- 
liminary system of apprenticeship. I have no 
hesitation whatever in saying, that, in my 
opinion, an apprenticeship, at the beginning of 
the student’s career — before the ordinary course 
of study at a medical school has been passed — 
is wrong in principle, and is calculated to have 
a damaging and disastrous effect on medical 
education, and upon those students who are 
obliged to submit to it. 

Some of the advocates of the apprenticeship 
system seem to argue that, if you grant that an 
apprenticeship is desirable at all, it matters 
little whether the period of apprenticeship be 
passed before or after the ordinary course of 
, medical training and hospital study. 

In my humble opinion, the two propositions 
are essentially and radically different in prin- 
ciple. In my judgment, the fundamental prin- 
ciple, as to what is the right method of acquiring 
knowledge and what is the true method of 
medical training and education, is involved in the 
question. The two methods seem to me to be 
absolutely and diametrically opposed. The 
question is, I consider, a vital one, and I do 
most sincerely hope, in the best interests of 
medicine and the medical practitioners of the 
future, that the General Medical Council will, 
when this matter comes up for consideration, 
determine, once and for ever, and with no 


uncertain voice, that an apprenticeship , at the 
beginning of the student’s career, shall on no 
account l)e permitted. 

No one denies that if the diagnosis, prog- 
nosis, and treatment of disease are to be based bn .. 
rational i)rinciples — and not on mere empiricism 
— ^that a knowledge of anatomy, of physiology, 
and of those pathological processes which are 
associated with the different morbid conditions,^ 
which we term diseases, is absolutely essential. 

Now to apprentice a young lad fresh from 
school to a practitioner or to a hospital with the 
object of bringing him in contact with disease, 
and expecting him to acquire a knowledge of the 
more common and ordinary diseases, and of the 
methods of dealing with them, and of treating 
them, before he knows anything whatever of the. 
structure and functions of the human body, 
when he is absolutely and entirely ignorant of 
the fundamental facts on which all rational 
diagnosis, prognosis, and treatment must be 
based, is, I maintain, to cultivate in him a spirit 
of pure empiricism. 

Such a method of training is, I maintain, 
calculated to do the student a serious injury. 
Such a system is, I maintain, totally opposed 
in jirinciple to everything which is best in 
modern medicine. Such a system is, in my 
opinion, calculated to do damage to the student, 
to teach him wrong metliods of diagnosing and 
treating disease. It is perfectly true, of course, 
that many students trained in such a method 
at the commencement of their career, would 
by their subsequent course of study in a 
medical school, unlearn these wrong methods ; 
but it is equally certain that many would not. 
In many instances, the erroneous methods of 
arriving at conclusions, and of looking at dis- 
ease, which were acquired during this pre- 
liminary apprenticeship, would never, I believe, 
be entirely forgotten. In far l oo many instances 
the wrong method, which was first learned, 
would probably leave some impression, and 
would tend to produce an empirical frame of 
mind through the whole subsequent professional 
life. 

It is claimed, that the great advantage of a pre- 
liminary apprenticeship (an apprenticeship 
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' the regular course of study in a medical school) 
of the student is then more 
; irnptessionable and plastic, and, therefore, better 
fitted to receive the routine lessons of ordinary 
practice, and to gain elementary knowledge 
of the ordinary and common diseases of every- 
day life, than at a subsequent period of profes- 
sional life. To my mind, this argument tells all 
^he other way. Any one who has had much to 
do with medical education and medical students, 
must surely be aware, that one of the greatest 
difficulties with which both the student and 
the teacher have to contend, is that in many 
instances the student commences his medical 
course with a very imperfect general education, 
and without having acquired the most important 
faculty which his school training ought to give 
him, viz., the power of concentrating his atten- 
tion on the subject in liand, and the knowledge 
of when and how to work. In my opinion, the 
amount of knowledge and information which 
the school boy acquires, important though that 
is, is by no means the most important object of 
his school trai iiing. Far more important, in my 
opinion, than the acquiring of any amount of 
mere fact-knowledge, is the training and dis- 
ciplining of the mind, and tlie cultivating in Uic 
individual of the power, the liabit, the metliod, 
and the love of work.* Any system of pre- 
liminary education and training, which is likely 
to impair the habit of regular and systematic 
work, and which is calculated to encourage 
wrong and unscientific methods of looking at 
disease, and of acquiring medical knowledge, 
and which tends to produce superficiality, to 
foster purely routine methods of practice, and 
to produce empiricism, is, in my opinion, to be 
deprecated. 

By all means let us make the medical 
curriculum as practical as possible, let us re- 
member that our medical students are intended 
to become practitioners of medicine, and that 
they are not intended to become microscopists, 
anatomists, physiologists, and chemists ; but at 
the same time let us take care that in our efforts 
to make the student more practical, we do not 

* I purposely omit any reference to the formation of 
j^awter and the strengthening his powers of self-control. 


do him and the medicine of the future a serious 
injury, by putting him in a position in which 
he is likely to acquire an erroneous method of 
studying and of treating disease, and in which 
his habits of diligence and regular study are 
likely to be loosened and weakened, rather than 
consolidated and ^strengthened. 

I can conceive, in many instances, nothing 
more likely to give the student a distaste 
for the hard and systematic work, which the 
course of study at a medicai school now-a- 
days demands, nothing more likely to det<}- 
rioratc his mind and to Undo the benefits 
of his previous school training, nothing more 
likely to unfit him for deriving the full advantage 
from his subsequent regular course of medical 
study, than obliging him to pass a year in 
preliminary apprenticeship, and in what must 
necessarily be, in many cases at all events, the 
observation of disease in a routine and altogether 
sup>erficial manner. 

The medicine of to-day is a very different 
matter from the medicine of fifty or even of 
five and twenty years ago. The amount of 
information wliich the medical student of to-day 
is expected to acquire during the brief period of 
his medical curriculum, and wliich the medical 
student of the future will necessarily be ex- 
l^ccted to acquire, liowevcr much the medical 
examinations of the future may bo modified, 
however much more ]n’acticttl they may be 
made, is something prodigious, and is continually 
and rapidly increasing. 

I entirely agree with those who think that 
the medical student of our day is overworked, 
and that the amount of time which is allotted 
to practical and clinical work, is, in comparison 
with the amount of time allotted to scientific 
and theoretical work, far too short. But to 
attempt to remedy this state of matters, by 
making the student jiass a preliminary year 
in an apprenticeship, would, I believe, be a 
grave error. The remedy, in my opinion, lies 
in an opposite direction. Wliat we want is, I 
think, a higlier standard of preliminary educa- 
tion, and a longer curriculum, with more time 
at the end of the curriculum and prior to 
qualification, devoted to the study of disease in 
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; hospital ana aispensary practice. By raising 
the standard of preliminary education, not only 
for men entering the Universities, but for every 
qualifying Body, we would prevent the badly 
trained and incompetent men getting into the 
profession; and by prolonging the period of 
study, and insisting upon more hospital and 
clinical work at the end of the curriculum, it 
would not, I think, be difficult, provided that 
the final examinations were made more clinical 
and more thorough, to ensure that, on quali- 
fication, our young medical men were capable 
of dealing with the minor ailments and the 
more common diseases of everyday life. 

It is frequently alleged that the young 
medical men of to-day make bad assistants, and 
that they are. not only incompetent, and unable 
to recognise and treat such common diseases as 
measles, but that they are so puffed up with 
theirown self importance,and with the theoretical 
knowledge that they possess, that they give 
themselves airs, and think themselves superior 
to their principals, that they take badly to 
the routine of practice, and that, as assistants, 
they are often more bother than they are 
worth. 

Now, speaking generally, I can honestly say 
that, so far as my experience enables me to 
judge, these statements are greatly exaggerated 
— more especially when applied to the best class 
of our students. In my opinion, the better the 
student and the more highly he has been trained, 
the more enthusiastic is he about practice, and 
' the more eager to avail himself of every 
opportunity of acquiring practical knowledge by 
studying and treating disease amongst the very 
poor, and of performing the duties which fall to 
the lot of an asssistant in private practice. I 
believe that the young medical men who are 
now turned out by our best medical schools, as a 
rule, make good and capable assistants, and I am 
Strongly inclined to doubt whether the state- 
ments, which are from time to time published 
with regard to th? incompetence of assistants, 
can be applied with any degree of fairness to 
the average assistant. Doubtless they are true 
in individual instances. But we hear of the 
failures and imperfections. like the successes 


of the bone-setter, they are trumpeted 
would ask those who favour a preliminary syst^^ 
of apprenticeship, whether they think that. tb& ■ 
men who, as newly qualified medical meh> are 
too conceited to act as assistants, would tind^. 
the system which they propose be likely to ^ 
make good medical students. For my own 
part, I am strongly disposed to think that the 
same disposition of mind which would mak^: 
a man, on qualification, so puffed up with 
his own self-conceit as to unfit him for the 
duties of an assistant, would, if he were obliged 
to pass a year in a preliminary apprenticeship, 
also unfit him for satisfactorily performing the 
duties of a medical student. 

After a year of preliminary routine, passed 
in what I suppose he would term the practical 
study of disease, without any regular and sys- 
tematic study, and merely occupied in such 
trivial duties as a raw lad, without any pre- 
vious knowledge of medicine, could be expected 
to perform, he would, I should fancy, take 
badly to the work which the medical student 
of to-day is expected to perform. He would 
be disposed, I should fancy, to pride . himself 
on his great practical knowledge, to neglect 
the dissecting room, the laboratory, and the 
class room; he would be apt, I should think, 
to carry on his study of disease in the wards of 
the liospital in the same superficial, routine, and 
unscientific manner in which he had commenced 
to study it during his apprenticeship. 

I would ask those members of the profegsion 
who advocate a preliminary apprenticeship, 
whether they have fully considered the practi- 
cal side of the question. 

The medical practice of to-day, the praotlr 
tioner of to-day, and the public of to-day are 
not the same as the medical practice, the 
practitioner, and the public of fifty years ago. 

What duties would they expect the raw lad, 
absolutely and totally ignorant of everything 
relating to disease, to undertake and to per- 
form? 

I suppose that, in many instances, the first 
year’s apprentice of fifty years ago, was little 
better than a bottle washer, a mere spr^y 
drudge. These were doubtless the only duties 
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tpliibhj at the, commencement of his apprentice- 
ship, he was really able and fitted to perform. 

the course of a few months, or perhaps a 
year, he might perhaps be allowed to try his 
;*prbutice hand at the pulling of a tooth or the 
baiidaging of a leg, possibly at the opening of an 
abscess, or in the visiting of a case of measles. 
But it may be safely said that, during the first 
<^ear of his apprenticeship, he was, in most 
cases, little better than a surgery boy, and that 
he gained little even of the routine knowledge of 
disease. 1 cannot for my own part see how the 
raw and inexperienced lads of the present day 
can, in the average run of cases, be expected to 
do or to learn much more. 

Then again, if every medical student is to be 
obliged to pass a year as an apprentice, previous 
to the commencement of the ordinary period of 
medical study, who are going to take these 
apprentices ? 

I suppose it is a moderate computation to 
say, that at least 1600 or 2000 students com- 
mence the study of medicine in this country 
every year. 

How many of the 25,000 medical men on the 
medical register are, I would ask, prepared to 
take such apprentices ; and of the number that 
would be willing to lake such apprentices, how 
many, I would ask, are fitted to train and to 
teach them ; how many vrould be willing and 
able to devote the time and attention which 
would be necessary to make the period of. 
apprenticeship really beneficial ? 

It is perfectly certain, that the apprentice 
: would be of no use whatever to his principal, 
except as a message boy or a surgery boy. If 
the apprentice were to derive any benefit what- 
ever from his apprenticeship, his principal would 
have to act the part of tutor, and to devote a j 
large amount of time and trouble to the training ' 
of his pupil. The general practitioner of to-day 
has, as it is, a hard time of it. If competent 
men are to be asked to undertake the extra 
duties involved in the training and teaching of 
Apprentices, they will have to be well paid for 
their trouble. The cost of the medical curri- 
fCulum is already sufficiently great; and it is 
^i^jertain that the parents of intending medical 


students will object to defray the costs of a 
preliminary apprenticeship, unless they aj'e well 
assured that they will get good value for their 
money. 

Then, again, do the advocates of the proposed 
preliminary apprenticeship, suppose that the 
public will approve of their proposal? Will 
the public be content to be practised on by 
young lads, wlio are absolutely ignorant of the 
very rudiments of medicine ? I do not think so. 

To me, a system of preliminary apprentice- 
ship seems both wrong in principle, and un- 
workable in practice. It may be that I fail to 
understand the proposal. Although I have 
expressed myself strongly, I have endeavoured, 
so far as I do understand the question, to re- 
present it fairly. The matter is, I consider, 
a vital one, for the welfare of medical educa- 
tion.* 

I cannot do better than conclude this article 
by quoting (from a leader in the British Medical 
Journal of August 17th, 1889) the opinion of 
Professor Theodore Puschmann, of Vienna. 
He says, “ The methods of the middle ages have 
held their own longest in the medical teaching 
of England. Therefore it happens now-a-days, 
even if seldomer than aforetimes, that medical 
students become apprentices to a practical 
physician. They remain with him an entire 
year,in order toobtain a superficial acquaintance 
with the things which life will one day require of 
them. In this method much depends upon tlie 
individuality of the pupil, and nearly everything 
upon the personality of the teacher. If the 
student is industrious and gifted, and if the 
teacher possesses knowledge and pleasure in the 
performance of his duties, then tins year is to 
the former of inestimable advantage to his 
future studies. Under other circumstances, it 
is lost time, and serves at the most to provide 
him with a mechanical routine, which often 
borders closely on charlatanism.'' He speaks in 
similar terms of initial pupilage to a hospital. 

" There," he says, '' the students believe that they 
will have the opportunity of observing many » 

* The comments on tliis case have for the most part been 
added. Only some of the remarks printed above were com- 
municated to the students. 
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sick, and hope to receive from the house 
physician teaching on the more important 
phenomena. If they are not deceived in their 
expectation, they gain a certain dexterity and 
readiness in their intercourse with the sick, 
which is most useful to them in their later 
clinical and medical practice.” In direct opposi- 
tion, however, to Mr Wheelhouse’s opinion. 
Professor Puschmann concludes, “ that in many 
other directions this mode of entry into the 
medical profession is objectionable. It misleads 
the learner into superficiality, because it 
accustoms him to skim the reality of things, 
since knowledge and intelligence fail to enable 
him' to reach the bottom. Moreover, the results 
obtained scarcely repay the sacrifice of time 
and trouble which they occasion the physician 
who acts as teacher, and still less justify the 
inconveniences in the treatment of disease which 
they bring in their train.* ** 


III. — Case ok Herpes Zoster on the Hand. 

My friend Dr Stewart, of Newport, sends me 
the following brief note of a case of herpes 
zoster on the hand : — 

I have recently seen a case of herpes zoster 
distributed over the pectoral muscle, down the 
inner side of the arm from the front of the 
axilla, on the forearm, wrist, palm of the hand, 
and on the palmar aspect of the first and second 
phalanges of the fingers. The pain in the palm 
of the hand was so intense, as to make me 
think that a deep abscess might be forming; 
but all subsided in the course of a few days. I 
have seen more cases of herpes zoster during 
the last three years, than in the previous dozen 
years.” 


IV. — ^The Value of Headache in the Diag- 
nosis OF Intracranial Tumours. 



the first to attract attention^ and i$ veiry 
frequently the symptom which is most dis? 
tressing to the patient, and that which most 
urgently demands relief. 

In the great majority of cases of intracranial 
tumour there is more or less headache. Iii. 
some the pain is intense; the patien 
describe it as “agonising,** “unbearable,*’^* 
say he feels as if his “ head would burst.*’^ 
severity of the suffering may be so greal%l. to 
suggest the idea of suicide.^ As a result of 
this headache there is often sleeplessness and 
great exhaustion. In others, the headache is 
comparatively slight. In a small prpportion 
of cases it is altogether absent. In you^g' 
children — ^in cases in which the fonteneUe is 
not closed — headache is, in my experience, 
frequently absent; but even in the adult, and 
in cases of large intracranial new growths, 
there may be no headache. In some cases, the 
pain is dull and boring; in others, shooting 
and neuralgic in character. In many, the head- 
ache is paroxysmal or subject to paroxysmal ^ 
exacerbations ; in others, it is more or less 
constantly present; in some, and more especiallj 
(but not exclusively), in syphilitic cases, th( 
pain is worst at niglit. 

In many cases, the paroxysms of hea|®|| 
are associated with vomiting or other si^r^f. 
cerebral disturbance. In some cases, the patient 
is quite free from pain between the paroxysms. 
The length of the intervals is usually quite 
irregular ; but in a few cases the paroxysmal 
exacerbations seem to be associated with men- 
struation, and to occur periodically every month. 

Anything which deranges the cerebral circu- 
lation, such as hanging the head down, rising 
from the recumbent to the erect position, cough- 
ing, sneezing, laughing, straining at stool, 
is apt to aggravate the headache, or to induo^ 
paroxysm. In many cases the headache- is ^ 
when the patient first gets up in the mornif^ 

The occurrence of headache and vomiting fi?|p 
thing in the morning is very suggestive of 
cerebral lesion, but alcoholic dyspepsia and 


Of all the symptoms of intracranial tumour, 
headache is the most frequent; it is usually 


* See a case of glio-sarcoma of the cerebellum, reported by 
Dr Leslie and myself, in the Edinburgh Medical Journal for 
January 1887, p. 591. 
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itipSe as the vomiting of 

pre^ancy ahd of uriemia, must be excluded. 

Xhe position of the pain is most variable 
It is usuj^y described as “internal/’ but in 
some caseii is external and superficial. In some 
caB^s'it is referred to the whole head ; in others, 
ifelWtoljited to one side, to the vertex, or to the 
Ijparietal, or occipital region. In a 
i Proportion of cases, it is very limited, 
and -localised ; in many of these, tenderness on 
skull percussion, or even on gentle pressure 
over the affected spot, is present. In some, 
localised alterations in the bones of the scalp 
. (such as thickenings or^ppressions, syphilitic 

point of tender- 



s, &c.) can be fc 

ness. . In soiil^iases, in which the pain is 
neuralgic in climTOer, it is limited to the area 
of distribution of a particular branch of the 
fifth nerve. 

The causation of headache in cases of intra- 
cranial tumour is probably various. 

The most common cause is probably increased 
intracranial tension, with resulting stretching of 
the membranes and irritation of (both as a 
result of stretching of, and pressure on) the 
ensory nerve fibres distributed to the mem- 
aes of the brain and the cranial parietcs. 
Ks is so, we should naturally expect head- 
ed be most prominent and severe in those 
oases in which greatly increased intracranial 
pressure is quickly produced (i..^, in large, 
quickly growing tumours). When the increased 
intracranial pressure is slowly established, and 
mpre especially in those cases in which (in 
col|equence of dropsy of the ventricles, a 
geiiOTb;! oedematous condition or marked anaimia 
of the brain tissue) the cerebral sensibility is 
dulled, little or no headache may be complained 

"f in some cases the headache is due to direct 
dvement of the membranes, periosteum or 




8, by the tumour, or by the inflammatory 
jes produced in the immediate neigbbour- 
of the new growth, with consequent 
pressure on, or inflammatory irritation of, the 
branches of the fifth nerve which are distributed 
to, the affected part. 

/The effect which rapid alterations in tlie 


cerebral circulation, such as are proauced by 
sudden rising from the recumbent to the erect 
position, sneezing, coughing, &c., may have in 
aggravating the headache has already been 
alluded to. Vice versd, the relief which is in 
some cases afforded by free purgation, the 
application of cold to the head, and the ad- 
ministration of remedies which reduce the 
arterial blood pressure, must be remembered. 

In some cases headache is due to direct im- 
plication of the trunk of the fifth nerve, or of 
some of its larger branches ; and in such cases 
the pain is referred (in accordance with the law 
of eccentric projection), not so much to the 
seat of the lesion, as to the area of distribution 
of tlie affected nerve. 

In some cases, tlie headache of intracranial 
tumour is perhaps the result of a nerve storm, 
similar in character to that which produces the 
pain of ordinary sick hcadaclie or migraine. 
Such, at all events, was the late Dr Hilton 
Fagge/s view. He wri tes — “ Now my hypothesis 
is that a tumour or tubercle causes a transitory 
vertigo, or an cpileptifonu attack, or an attack 
of sick headache, in exactly the same way as 
any other disturbing agent. I conceive that 
the nerve storm so produced has exactly the 
same effect as when it is merely the result of 
over-fatigue, oi‘ irritation of the generative 
organs, or disorder of the stomach. And I 
think it is probable that frontal headache, even 
when unattended with the other characteristic 
symptoms of an attack of migraine, is yet very 
often of that nature. If this be granted, it 
ought to follow that pain in the forehead should 
point less directly to the anterior part of the 
lirain as the seat of a tumour, than occipital 
pain to the cerebellum or posterior lobes. I do 
not know whether growths situated in any 
particular region are more apt tliaii others to 
be accompanied by vertigo or epileptiform 
convulsions, as distinguished from those seizures 
which are limited to the muscles of certain 
parts, and to which I shall presently refer. 
But Dr Eussell Eeynolds was led, by the / 
examination of a large number of cases, to the 
conclusion tliat convulsions in general were 
lesfif common when the disease affected the ante- - 
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rior lobes than when it occupied the posterior 
lobes or the cerebellum.* 

The diagnostic vcdw of headache as a sy mptom 
of intracranial tumour , — Headache is such a 
common symptom, and may be due to so many 
different conditions, both functional and organic, 
that per se it is not of much importance as an 
indication of serious organic cerebral disease 
tumour) unless it is very persistent and 
severe, and unless all the other conditions 
which may give rise to headache can be ex- 
cluded. 

But since it is the most frequent of all the 
symptoms of intracranial tumour, it is of great 
importance when associated with other general 
symptoms (vomiting, and more especially double 
optic neuritis) indicative of tumour, or when 
distinct indications of a localised cerebral lesion, 
such as localised spasms or paralysis, are present. 

While it may be stated that in the absence 
of headache a positive diagnosis of intracranial 
tumour is seldom possible, it must be remem- 
bered that the absence of headache does not 
absolutely exclude tumour. 

It must also be remembered that headache is 
often a prominent symptom in the very condi- 
tions which are most liable to be confounded with 
tumour — such as Bright's disease, plumbism, 
errors of refraction with anaemia, migraine, 
extracranial syphilis, meningitis, &c. 

The localising value of headache is not as a rule 
great. Frontal headache more especially is apt 
to mislead the observer. In some cases, how- 
ever, the pain corresponds more or less closely, 
and in a few cases most accurately, to the posi- 
tion of the tumour; In many subtentorial 
(cerebellar) tumours, the pain is chiefly referred 
to the back of the head ; and in tumours of one 
hemisphere, it is not very uncommon to find the 
pain located on one (the same) side of the head. 
The localising value of headache is much in- 
creased if, in addition to the fact that the pain 
is confined to a limited area, there is also 

* P-micipUs and !^ractice of Mcdi/oine^ vol. i., p. 626. 


tenderness on percussion, or some other loc«!tl . 
alteration (such as a. depression or swelling pin 
the surface of the cranium) at the seat of the 

* V' 

Localised pain, with tenderness on pressurOi: . 
suggests very strongly that the tumour is 
superficial, and that the bone or membranes are 
affected. In syphilitic cases, in which the pain 
is often of this character, and indeed in iblP 
cases in which it is superficial and localised to 
one part of the cranial wall, it may of course be 
the result of an extrajcsiomdl as well as intra- 
cranial lesion. 

In those cases in which the pain in the head 
is superficial and neuralgic in character, the 
fact that it is felt in the areas of distribution of 
all the branches of the fifth nerve makes it 
much more probable that it is due to central 
disease (^.5^., pressure on the nerve within^ 
cavity of the cranium) than when one division 
only of the nerve is involved. 

In illustration of the very definite manner in 
which pain and other abnormal sensations are 
sometimes limited to the exact seat of the 
intracranial tumour, the following statement of 
Hilton Fagge may be quoted : — The museum 
of Guy's Hospital contains a large tumour, three 
inches in diameter, which I found many years 
ago in the left hemisphere of a girl, a patient of 
Dr Wilks, who suffered severely from pain in 
the head; and who had declared that whent, she 
turned her head to one side she felt something 
move in its interior. Another preparation 
consists of a small growth from the dura mater, 
taken by Dr Day, of St Neots, from an pld^ 
woman who died of bronchitis. She had often 
expressed a wish that her head should be 
opened, because for years she had experienced 
anomalous pains in it, and a sensation of cold- 
ness at one spot, not larger than a shilling; 
this corresponded very nearly with the seat of . 
the tumour, which was found after her deaths*'* 

* Principles and Practice of Medicine^ vdl. i., p. 826. 
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L— Case of so-called PEEFORATma Tumour 
. OF THE Skull. 

Boy ; aged 4 years and 8 months. 

(The patient had not been seen before he came into the 
Clinic.) 

patient was profoundly cachectic looking ; 
'the left eyeball was markedly prominent, the 
conjunctiva and eyelids discoloured and ecchy- 
mosed ; an elastic swelling, the size of a small 
orange, projected from the fore part of the 
vertex of the skull. 

; Bit B, {ta the StudeirUs), This, gentlemen, 
is obviously a case of great interest and rarity. 
It is one of the few cases in which one can, at 
first sight, and without having asked the patient 
iiny questions, venture to give a positive diag- 
nosis. I have little doubt that we shall find 
that it is a case of perforating sarcoma of 
the skulL Perforating sarcoma of the skull is 
one of the rarest forms of intracranial tumour. 
I have never had a case of the kind under my 
own care, but in my book on intracranial 
tumqurs, I have, through the kindness of my 
friend Dr Drummond, figured two remarkable 
examples of the disease, which were under his 
care in the Newcastle-on-Tyne Infirmary, 
i; . ; The, mere fact that there is a tumour pro- 
jesting ^he surface ofjhe cranium, would 


not, of course, warrant the diagnosis I have 
suggested. I base the provisional diagnosis, 
which I have made at first sight, on the com- 
bination of tumours which arc evidently pre- 
sent in this case. The marked projection of the 
eyeball, when taken in combination with the 
presence of the elastic tumour on the top 
of the head is almost certainly indicative of 
a tumour in the orbit. Now, the presence 
of a tumour in the left orbit, and of another 
large tumour projecting from the skull, is to 
my mind conclusive evidence that we have 
to do with a case, in which there are multiple 
malignant growths. The strong probability is, 
that multiple malignant growths in these situa- 
tions, and in a boy of this age, arc sarcomata, and 
that the new growth is that form of sarcoma 
which produces perforation of the bones of 
the skull. (It would be more correct to say, 
which, when it alfects the cranial bones, is apt 
to grow in both directions — inwards towards 
the brain and outwards towards the scalp — and 
which, in some cases, produces perforations in 
the bone. In this case, as the examination ot 
the tumour after death showed, the bone was 
not perforated.) 

Br B, {to the patients mother). How long is it 
since you noticed the lumps on the boy’s head ? 

Fatient^s mother. Three weeks yesterday. 

Br B, How long has his eye been like that ? 

Patient's mother. Six or seven weeks. The 
eye became discoloured six or seven weeks ago. 
The left eye was always a little larger than the 
right, but during the last three weeks it has got 
much larger. 

Br B, You say that the left eye always looked 
larger than the right ? 

Patient's mother. Yes, it has looked larger 
than the right since his birth. 
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Dr B. (to (he Students), The head is large. 
Patienls mother. He always had a large head. 

Dr B. Did you notice anything wrong with 
his head before the lumps appeared ? 

Patimt’s mother. Ho, there was nothing 
wrong with his head till three weeks ago. 

Dr B. Was he quite well till three weeks 
ago? 

P atient’ s 
mother. Yes- 
He was a strong 
healthy child- 
We noticed 
nothing the 
matterwith him 
till three weeks 
ago. 

Dr B. (to the 
Students). He 
now looks ex- 
tremely ill; he 
is profoundly 
cachectic look- 
ing; the case is 
evidently run- 
ning a very 
rapid course. 

Di’ B. (to the 
Patient’s 
mother). What 
does he com- 
plain of ? 

P atient’ s 
mother. Great 
weakness. He 
is so weak he 
is unable to 
stand. He has 
no appetite ; last night he had a severe bleeding 
at the nose ; it has weakened Itini very much ; 
he complain.s of headache. 

Dr B. How long has he had the headache ? 

Patient’s mother. Three or four weeks.* 

* The confusion in .the motlier’s statement shows the great 
difficulty that there is in getting, unless with great care and 
repeated questioning, the exact facts of the case. She first 
stated that the discolouration of the eye was noticed six or 
seven weeks ago ; she then stated that the headache pre- 


Br jB. Is the headache severe ? 

Patient's mother. Some days; he has had no 
sleep for a fortnight because of the pain in his 
head.* 

Dr B, What was the first thing that he com- 
plained of ? 

Patient's mother, A sore head. 

Dr B, What was the next thing ? 

P at ienU f 
mother, A 
cough, and his 
eye began to 
get black. 

Dr B, Has 
he vomited ? 

P atient' s 
mother. Yes. 

Dr B, The 
illness did not 
begin with 
vomiting ? 

Patient's 
mother, No. 

Dr B, Do you 
think he hears 
well and se^ 
well ? ^ 

P atient' s 
mother. Yes. 

Dr B, Does 
he seem to 
understand all 
you say to him ? 
Is he as in- 
telligent as he 
was before he 
became ill ? 
Patient's 


ceded the discoloui'ation of the eye ; finally, she stated that 
the headache was first complained of three weeks ago. 

On subsequent cross examination it was ascertained, t^J.^ 
the headache was of six or seven weeks’ duration 
the lump on the head had been noticed three weeks ^liSfere ' 
the patient came to the Clinic ; and that, with the appear- 
ance of the tumour, the boy had become really ill. 

* At the meeting of the Medico-Chirurgical Society, at 
which I showed the specimen,* I erroneously stated, that; 
there had been no headache. During the last few we^ks pf 
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(After Drummond.) 


mother. Yes. 



PERl^RATim TC^m WT^ 
i>r R Dd you know if he ever got a blow on 


hie head ? 

PatimPs mother, I could not say. 

JDr B, Are there any lumps on his belly, or 
on any other part of his body ? 

Patie7d*s imther, No. 

Dr B, Have you any other children ? 

PatienPs mother. Yes. 

^ Dr B, Are they all healthy ? 

Patient's mother. Yes. 

On examination, no tumours were detected 
in any other part of the body. The cranial 
tumour was soft and elastic ; it did not appear 
to be pain- 
ful oh pres- 
suie; the left 
pupil was 
somewhat 
larger than 
the right, and 
contracted 
much more 
sluggishly to 
light than the 
right; the 
right con- 
junctiva and 
right upper 
eyelid were 
discoloured, 
but the ex- 
travasation of 
blood was 
much less marked in the right than in the 
left conjunctiva. 

Dr B, (to the Students), It will be advisable 
to examine the optic discs, and also to make a 
microscopical examination of the blood. In 
Dr Drummond's cases there was double optic 
neuritis. 

The so-called perforating tumours of the 
dura mater have been sometimes described as 
perforating cancers. Mr Lawson Tait described 
some oases of the sort, and termed them, if 
I remember right, perforating cancers of the 

the patient's life, the headache entirely disappeared. Dur- 
Ihk the earlier stages of the case, as stated in the text, 
hie^^he was a prominent symptom of the case. 


dura mater. Dr Drummond believes, probably 
with truth, that tumours of this kind are 
always, or, to speak cautiously, usually sar- 
comata In his cases, the tumours were small 
round-celled sarcomata. 

The profound cachexia in the case described 
in the text was a very striking feature, and 
suggested the advisability of examining the 
blood. The bone marrow is now known to 
be a very important blood-forming structure. 
Possibly in this case the profound cachexia 
may have been the result of a lesion of the 
bone marrow. Whether this was so or not I 

am unable to 
say, for the 
diseased 
frontal bone 
was the only 
one available 
for micro- 
scopic ex- 
amination. 

Onsuhsequent 
examination, 
well marked 
optic neuritis 
was seen to be 
present in 
both eyes. 
Microscopical 
examination 
showed that 
the blood 
was very watery, that the while corpuscles 
were in considerable excess, while the red were 
diminished in numbers. Most of the red cor- 
puscles appeared to be normal, as regards shape 
aiid size ; the blood contained a large excess of 
debris and granular material, apparently of the 
same structure as the white corpuscles. A 
cultivation of the blood yielded negative results 

I was kept informed as to the subsequent 
course of the case by my friend Dr Welsh of 
Kinghorn, who kindly sent the patient to the 
Clinic. 

Dr Welsh writes me that the whole course of 
the case was twelve weeks. The first 8ymj)toi^s 
noticed were ecchymosis of the eyelids, pain in 



Fig. 87.— -A section through the 
in the case of perforating tumour ofth 
The section was made just to tm 
corresponds to the frontal end. 


ift and smaller half of the skull, and new grow in 
skull, represented in fig. 86. (After Drummond.) 

the falx ! the richt hand side of the figure 
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A large mass of tumour tissue is situated, it 
will be seen, on the outer and inner aspect of 
the frontal bone. There was, however,* no , 
perforation of the bone, such as is usually present 
in cases of this description. Several smaller 
sarcomatous deposits were present, here and 
there, over the outer surface of the dura mater, ) / 
covering the ridit hemisphere of the brain. I 
am unable to mSke any report as to the concJJ- ' 
tion of the other cranial bones. The. cavity of 
the orbit was not examined. Dr Welsh, who 
kindly made the post- 
morteni examination, and 
to whom I am indebted 
for the specimen, which 
is a very beautiful and 
typical one, unfortunately 
did not receive my letter, 
in which I requested 
him to examine the 
condition of the left orbit, 
until the morning after 
the autopsy. 

I append some wood- 
cut illustrations, which 
Dr David Drummdnd 
has kindly placed at my 
disposal, and which show 
the appearance of the 
patients in his cases. 
(See Figs. 86, 87, 88.) 


Fig. 88.— Perforating tumour of the dura mater. (After 
nrummond.) 

Tlie case is reported in the British Medical Journal^ 
October ao, 1883, 


the head, and restlessness. In the later stages 
of the case, there was absolutely no pain ; the 
patient was quite conscious until five minutes 
before his death. Just before death he was 
able to recognise his mother’s voice. Five 
weeks after the lump on the head was noticed, 
he became blind, and continued blind until the 
time of his death. 

In Fig. 84, the prominence of the left eyeball 
and the tumour on the vertex are well shown. 
The drawing is an exact copy of a photograph 
which was taken on 
the day that the boy 
was brought to the 
Clinic. The drawing 
fails to give a true 
idea of the appearance 
of the patient. The 
marked cachectic appear- 
ance, which the patient 
presented, and the ex- 
pression of profound de- 
bility and grave illness, 
which were such notice- 
able features in the case, 
are not in any way 
brought out, either in the 
photograph or the draw- 
ing which was made 
from it. 

N”o case, which has 
come under my own 
notice, has impressed me 
more forcibly than this 
one has done with the 
importance of coloured 
drawings. Had this 
case been represented by a good coloured 
drawing, the impression produced on the mind 
of the observer would have been altogether 
different from that which is produced by the 
photograph or uncoloured drawing. 

Fig. 84 shows a longitudinal vertical section 
through the tumour, frontal bone, and brain. 
The tumour, ’which is a small round-celled 
sarcoma, containing a large quantity of fibrous 
tissue, is situated on the exterior of the dura 
mater. It appears to h^ve originated in the bone. 


II.— Abscess In the Eegion of the Kidney. 
Man; age 37; stonemason; June 6, 1889. 

(The patient had not been seen before he came to the 
Clinic.) 

Dt B, What do you complain of ? 

Patient A lump in my side, and my legs 
swell. 

Dr B. How long have you been ill ? ^ 

Patient Three months. 
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Pig 84 ^Case of perforating sarcoma of the skulL 




85. — Longitudinal vertical section through the frontal bone and brain in the case of 
^ perforating sarcoma of the skull represented in Fig. 84. 

wfhe new growth is situated on the exterior of the dura mater (d). The lett<?r a points to 
a^rge mass of tumour substaAce which is situated on the outer surface of the frontal bone (h). 
The letter e points to that portion of the tumour which is situated between the under 
surface of the frontal bone and the dura mater (d). 

The tumour, which is a small celled sarcoma, contains a large quantity of fibrous tissue. 
The new growth appears to spring from the bone or periosteum rather than from the dura 
mater. Though there is a large mass of tumour substance on each side of the frontal bone, 
the bone is not perforated. 




PaiieM. Y&&\ they get quite black, they 
swell and get black when I walk a little dis- 
tance. 

Dr B. How far do you require to walk to 
make your legs swell and get black ? 

Fatient. A hundred yards. 

Dr B. Are your legs black at present ? 

Fatmd. Yes. 

Dr B. Let us see one of the legs. 

A lUtle vmous mottling was present on the legs, 
hut the feet and legs were nat swollen, and the 
legs were not blacic. 

Dr. B. Do you complain of anything else ? ’ 

Patient. No. 

Dr B. Do you feel ill ? 

Patient. I have a little pain with it. 

Dr B. Have you lost flesh ? (The patient 
looked thin and ill). 

Patient. I never eat anything. 

Dr B. Have you the means of getting plenty 
to eat ? 

Patient. Yes. 

Dr B, (the tongue was stained black). Have 
you been taking iron. 

Patient. Yes. 

Dr B. Go into the next room and take off 
your shirt, and let me see the lump in your 
side. 

Dr B. {to the Stvdents). The patient certainly 
looks ill, but he gives me the impression of 
exaggerating. There is certainly no swelling 
of the legs. We will see, when he comes back, 
whether there is any lump in his side. 

One should be very careful in coming to the 
conclusion that a patient is shamming. It is, in 
many cases, a much more difficult thing to 
diagnose feigned disease, or to say that there is 
absolutely no disease, than to diagnose the 
presgjice of real or of actual disease. 

I have heard of a student in a clinical exa- 
mination being asked to examine a perfectly 
healthy person. Well, I don’t myself think that 
is altogether fair to the student. When one 
finds a man in bed in a hospital, and especially 
when one is told, for the purposes of a clinical 
examination, to examine a patient who is in 
bed in a hospjtal, one expects that he is ill — 
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that he has something very distinctly the 
matter with him. There would of course be 
no unfairness, if the candidates were told that 
some of the supposed patients had nothing the 
matter with them. That would be fair enough. 
But unless it is clearly understood, that some 
of the supposed patients are healthy, it is, I 
think, a little hard on the student to be sent 
to examine a supposed patient who is not a' 
patient. 

One of the great difficulties which both 
the students and the examiners have to con- 
tend with in every form of examination, but 
especially at a vivA voee examination, is the 
nervousness of the candidates. It is, I con- 
sider, the duty of every examiner to place the 
candidates at their ease. No one who bullies 
and frightens the candidates is fitted to be an 
examiner. Kindness and courtesy are, I con- 
sider, absolutely essential requirements in a 
good examiner. The duty of an examiner is to 
find out what the candidate does know, and not 
to find out what he does not know. Students 
at examination times are very easily flurried. 
Many men who are really well up make a very 
poor appearance at a vivd voce examination, sim- 
ply because they become flurried,lose their heads, 
and, for the moment, forget facts with which 
they are in reality perfectly familiar. It is the 
duty of every examiner to endeavour to calm 
and allow for the nervousness of the candidates. 
A kind and courteous manner, the ability to 
put his questions in as plain and direct and 
understandable a manner as possible, together 
with a judicial mind, absolute impartiality, 
undeviating good temper, and knowledge up to 
date, are, in my opinion, the qualities which go 
to form a really good examiner. Teachers, as 
a rule, make the best examiners, for the simple 
reason, that they are au courant with the 
facts — with the knowledge — which the student 
is expected to get. It is not, however, every 
teacher who is fitted to be an examiner. It is 
in fact a difficult thing to be a really good 

examiner. * , 

There is much more that I might say on the 
subject of examiners and examinations. Boai- 
sibly I may return to the subject in some 


ABSCESS W: tM KtDNE Y. 

JPe B, Do both of your legs swell ? 
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future number of these Studies. ‘What I wish 
now to say is this, that if a student is sent to 
examine a patient who is in bed in hospital, he 
naturally expects that the patient has some- 
thing definitely and distinctly wrong with him 
which he ought to discover. If the. supposed 
patient has nothing the matter with him, the 
student, failing to detect any evidence of 
disease, is very apt to become flurried, to lose 
his head, and to make a very much poorer 
appearance than he would have done if he had 
not become flurried. Any method of examina- 
tion which is calculated, or likely, to flurry the 
candidate is, I think, to be deprecated. It is for 
this reason that I object to any candidate in a 
clinical examination being set down to examine 
a healthy person, unless it is clearly understood 
beforehand that he may possibly be asked to 
do so.* 

After the patient had removed his shirt, he 
was hrov^ht lack to the Glinic. A well marked 
fluctuating mclling was present in the region of 
the right kidney. The urine was clear, acid, of 
normal specific gravity; it contained neither 
Hood nor albumen. 

Dr B. (manipulating the swelling). Is it ten- 
der to the touch ? 

Patient. Yes. 

Dr B. Have you had any shivering ? 

Patient. Yes — four or five attacks. 

Dr B. What is this mark along the spine ? 

Patient. I was burned over the spine a year 
ago. 

Dr B. Were you then complaining of pain in 
the spine ? 

Patient. Yes. 

Dr B. Have you any pain when you straighten 
out your leg suddenly ? (Dr Bramwell here 
forcibly flexed the thigh on the abdomen.) 

Patient. Yes ; some pain in the back. 

The abdominal muscles were very resisting, 
and it was impossible to explore the spine, or 
to palpate the region of the right kidney, 
satisfactorily from the front. 

Dr B. Have; you felt any loss of power in 
your legs ? Does either leg feel weaker than 

; ^ These remarks on examinations and examiners were not 
delivered at the Clinici 


the other ? Are the legs much weaker than the 
arms? 

Patient. No. I feel weak all over* , 

. Dr B. Have you felt any numbness in ybhr 
legs? 

Patient, 

Dr B. (to the Students). There can be hp 
doubt that this man is seriously ill. The im- 
pression which I formed, that he was exi- 
aggerating, was, you see, quite erroneous. One* 
requires to be very careful in drawing conclu- 
sions of that kind. It is especially difficult to 
come to a conclusion that a patient is shamming 
Or exaggerating, when you see him for the first 
time. Before committing oneself to such an , 
opinion, it is very advisable, in many cases at 
all events, to make oneself acquainted with the 
mental temperament and character of the 
individual. 

The patient is suffering from a fluctuating 
swelling in the region of the right kidney. 
What the exact connections of the fluctuating 
swelling are, I have not been able to ascer- 
tain. The general condition of the patient, and 
the fact that he has had repeated shiverings, are 
highly suggestive that the swelling is an abscess. , 
The fact that he was burned over the spine a 
year ago, is suggestive that at that time he was 
suffering from caries of the spine. The pre- 
sumption is, therefore, that the fluctuating 
swelling in the right lumbar region is an abscess, 
resulting from disease of the vertebrae. Before ■ 
committing oneself positively to that diagnosis, 
it would be advisable to ascertain definitely, by 
means of a diagnostic puncture, that the fluctuat- 
ing swelling contains pus, and also to make a 
thorough exploration of the abdomen, under 
chloroform. The resistance of the abdominal 
muscles to palpation is so great, that I find it 
impossible to make a satisfactory examination 
of the abdomen. This is just one of the ci^es 
in which the administration of an anaesthetic is 
likely to be useful. By relaxing the resistance 
of the abdominal muscles, by means of chloro- 
form, one can make, in such a case as this, 
a much more satisfactory examination of the,^ 
abdomen. • ; ' 

It would be well also to have^the urine 
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The specimen whichhas been 
contains neither blood nor albumen ; 
but in casesof pyelitis andrenal tumour, the urine 
at times be quite healthy. It is not suffi- 
cient, in such a case as this, to be satisfied with 
a single examination of the urine. In all cases 
in which a tumour is situated in the region of 
the kidney — or at all events, in all cases in 
Wliich there is any reason to suspect that a 
^ tumour or abscess, which is situated in the 
region of the kidney, is connected with the 
kidney^ — it is advisable to examine the urine 
, carefully and systematically from day to day. 
In cases of renal tumours or renal abscess, the 
urine which at one time was quite healthy, 
may at another contain blood or albumen. 

I am disposed to think that, in this particular 
case, the fluctuating swelling is an abscess, and 
that it is connected with the spine rather than 
with the kidney. 

The diagnostic puncture affords, in many 
cases, very valuable information. It shows us, 
in some cases, that our diagnosis is right ; in 
others, that it is wrong. About a. month ago, 
a sailor came to the Clinic, after most of you 
had left, complaining of a small painful swell- 
ing, situated over the lower ribs on the right 
side. He stated that the swelling, which was 
about the size of a pigeon’s egg, had developed 
within a week. The swelling appeared to 
contain fluid. There seemed to me to be dis- 
tinct fluctuation in it. I accordingly diagnosed 
it to be an abscess; and with the object of 
' deciding the diagnosis, I punctured it with a hy- 
podermic syringe. I failed, however, to get any 
pus. The needle of the syringe contained a little 
thick curdy material, which to the naked eye 
looked like thick cheesy pus. Dr Hugh Jamie- 
son, who happened to be present, suggested 
that an incision should be made into the swell- 
ing, and, with my consent, he plunged a bistoury 
into it. He failed, however, to find pus. Whether 
the swelling was a gumma or a sarcoma, or a 
fatty tumour, I do not know. The patient 
refused to come into hospital, or to have any- 
thing more done in the way of treatment. 

; -ISrpw this case illustrates the mistakes which 
one sometimes makes. As I frequently tell you, 


all of us make mistakes. It is not a question 
as to who makes and who does not make 
mistakes. It is only a question as to who 
makes the fewest mistakes. Well, in this case, 

I made two mistakes. The first one was, that 
I mistook a solid tumour for an abscess. Well, 
that is not a very serious mistake. It was a 
mistake which any one might have made 
under the circumstances of this particular case; 
The patient stated, that the lump had developed 
within a week, there seemed to be distinct 
fluctuation in it, and some thick cheesy material, 
like curdy pus, was actually withdrawn by the 
hypodermic needle. It was natural to suppose, 
under such circumstances, that the swelling was 
an abscess; And granting that it was an abscess, 
the correct treatment was obviously to put a 
bistoury into it. 

The second mistake which I made in this 
case was, I consider, a much more serious one, 
for it was a mistake in principle. I should not 
have given my consent to the supposed abscess 
being opened in this the medical side of the 
hospital, by a gentlemen who was not offi- 
cially connected with the liospital. I should 
have sent the patient to the surgical depart- 
ment of the hospital. The opening of a 
small abscess is not a great surgical opera- 
tion, but it is an operation. And in a great 
liospital such as this, it is, in my opinion, 
very desirable that the surgical work of the 
hospital should be done by the surgeons, and 
only by the surgeons. It is, I think, advisable 
that that principle should be strictly adhered 
to, not only in the hospital, but so far as 
possible in private practice. Well, in this 
particular case I frankly admit that in asking 
a gentleman, who had no official connection 
with the hospital, to open tlie supposed ab- 
scess, and in this, the medical side of the 
hospital, I made a mistake. One learns by 
one’s mistakes, and I shall take good care that 
I do not make the same mistake again. In this 

particular case, the mistake was easily made, 
and was to some extent perhaps excusable; or, 
at all events, understandable. The hour was late, 
it was nearly two o’clock. I knew that the , 
Surgeons had in all probability left the wards, 
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And that the House-Surgeon had probably gone 
to luncheon. The diagnosis seemed to me clear. 
The mere opening of an abscess is a very trivial 
matter; and although Dr Hugh Jamieson was 
not officially connected with the hospital, yet 
he had previously been so. I mention these 
matters, not with the object of showing that I 
did not make a mistake ; but in order that you 
may see how easily mistakes of this kind may 
be made, and how it was that I came to make 
this particular mistake. The matter may seem 
to you a very trivial one. I have brought it 
before you, since it illustrates a principle. 
Physicians who meddle with surgical cases, and 
surgeons who meddle with medical cases are, I 
think, very likely to make mistakes. There 
are, of course, exceptions ; but it is, I think, 
d good general rule, both in private and hospital 
practice, that the physicians should confine 
their attention to medical, and the surgeons to 
surgical cases. 

— 


III. — ^The Teeatment of Tvpiioid Fevek.* 

Let us now turn to the treatment of the disease. 
And in considering the treatment of typhoid 
fever, I shall enter into considerable detail. 
In some respects typhoid fever may be taken 
as the type of a continued fever. Much that 
I shall have to say with regard to the treat- 
ment of this disease, is applicable to the treat- 
ment of other febrile diseases, more especially 
to the other continued fevers. If, therefore, I 
appear to occupy what may at first sight seem 
to you to be a disproportionate length of time 
in considering the treatment of typhoid, it will, 
in reality, be well spent time, for it will enable 
me to shorten the remarks which I shall have 
to make with regard to the treatment of some 

* This article consists for the most part of a verbatim short- 
hand report of a portion of my systematic course of lectures 
on the Principles and Practice of Medicine. It is my inten- 
tion to publish from time to time in these Studies portions 
of my systematw lectures, more especially those portions 
which relate to treatment. 


of the other febrile diseases which we shall after- 
wards have to consider. ^ 

The treatment of typhoid fever is a very 
important subject. The disease is common ; it 
not unfrequently proves fatal ; it cuts short 
some of our most useful and valuable lives ; 
and, as I have just pointed out, the treatment 
and management of a case of typhoid are in many 
respects illustrative of the treatment and 
management of the other continued fevers. 

Now, in considering the treatment of typhoid, 
we must remember, in the first place, that the 
disease seems undoubtedly to be due to the 
introduction into the body of a definite, specific, 
organic, and particulate poison. 

The first indication for the rational treat- 
ment of typhoid fever is, therefore, to neutralise 
this poison; to destroy it after it has gained 
access to the body ; to prevent it producing its 
injurious effects on the system ; or what in the 
end aniounts to the same thing, to strengthen 
the resisting power of the tissues, so that they 
will, as it were, satisfactorily resist and over- 
come the invading host of typhoid germs. 

Unfortunately, up to the present time we do 
not know of any satisfactory, safe, and certain 
means of destroying the typhoid germ during 
the period of its incubation in the system, and 
of so preventing the manifestation of the disease 
once thb poison has been introduced into the 
human body. 

Dr Theodore Cash, of Aberdeen, has made 
some very important experiments and observa- 
tions on the prevention of some of the diseases 
due to germ poisons. He seems to have definitely 
and certainly determined that the administration 
of corrosive sublimate does in the lower animals 
prevent or modify the action of some of the 
germ poisons. He thinks it probable that in some 
of the acute febrile diseases, such as typhus 
fever, which are in all probability due to the 
introduction into the body of specific germ 
poisons (though in all cases the exact nature of 
the poison has not as yet been satisfactorily 
demonstrated), the administration of corrosive 
sublimate, during the period of incubation, 
may perhaps altogether prevent, or, at least, 
modify the severity of the subsequent attac^. 
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J come to speak of scarlet fever, and 
?soii^ of the other exanthemata, I shall have to 
^11 you that some authorities believe that 
febracic acid, sulpho-carbolate of sodium, car- 
bolic acid, and some other remedies of a similar 
kind, are undoubtedly useful for the same 
purpose. The experiments of Dr Cash seem to 
show, that corrosive sublimate is one of the most 
active and important of these remedies. So 
far as I know, corrosive sublimate lias not 
been employed with the object of preventing 
the development of typhoid fever. The disease 
differs from typhus in as much as it is not 
directly contagious; the typhoid poison may,as we 
have already seen, be introduced into the system 
in a variety of ways (water, milk, air, &c.), but 
the fact that the poison has been introduced, 
and the date at which it was introduced, are 
almost invariably unknown to the patient. In 
the great majority of cases of typhoid, the 
patient is entirely unaware that he has even 
been in the way of getting typhoid until the 
disease actively declares itself with the usual 
invasion symptoms. Except in very rare 
instances, therefore, there is no opportunity of 
administering a remedy to prevent typhoid, 
even if we were in possession of such a remedy. 
As a matter of fact, we know of no satisfactory 
remedy for the jircvention of typhoid, I 
would have no hesitation in giving corrosive 
sublimate to a person who had been exposed to 
typhus, with the object of preventing . the 
development of the disease ; but I shoidd 
certainly hesitate to administer corrosive sub- 
limate with the object of preventing typhoid. 
In order that this drug may exert its de- 
structive effects upon the germ poison, it has 
to be given in considerable quantity. Pro- 
fessor Cash informs me, that if possible two 
grains of corrosive sublimate should be intro- 
duced, not of course all at once, for that would 
poison the patient, but in divided or frequently 
repeated doses, into the system of a patient who 
had been exposed to typhus. A sixteenth, 
twelfth, or eighth of a grain might, according to 
the circumstances of each individual patient 
(age, sex, &c.), be given every few hours, with 
the object of rapidly saturating the system with 


the drug. But it must be remembered that in 
rapidly saturating the system with corrosive sub- 
limate, gastro-intestinal irritation and diarrhoea 
are very apt to be produced. Now, in the 
treatment of typhoid, it is very important, as 
we shall presently see, to avoid anything which 
is apt to irritate or produce -inflammation of 
the small intestine. It is for this reason, that 
I should hesitate to administer corrosive sub- 
limate with the object of preventing the 
development of an attack of typhoid. In most 
cases of typhoid, the question of arresting the 
developinent of the disease by the adminis- 
tration of drug remedies during the period 
of incubation, is, for the reasons I havo 
already given, a theoretical rather than a 
practical one. I need not, therefore, occupy 
any further time in its consideration. I pass 
on to the mucli more important and practical 
subject, the treatment of a case of typhoid, after 
the disease has actually developed. 

When the disease has actually developed, we 
do not know of any remedy which can be safely 
given, and which will, without risk to the 
patient, certainly and satisfactorily destroy the 
germ poison, which is the cause of the disease. 
The poison is probably contained in great abund- 
ance in the local lesion in the inflamed and 
ulcerated intestine. 

If this point be admitted, it is of the greatest 
importance to realise, in the next place, that 
typhoid fever is a disease which tends, in the 
great majority of instances, to run through a 
definite and distinct course ; and since we cannot 
cut the disease short by any tlierapeutic mea- 
sures or drug remedies with which we are at 
present acquainted, our efforts must be directed 
to enabling the patient to tide over the period 
during which the attack usually lasts. If we can 
maintain his strength and enable him to tide 
over the period during which the disease usually 
lasts, and if there are no unusual accidents or 
complications, the strong probability is that he 
will recover. It is necessary to remember, in 
connection with this indication for treatment, 
that, as regards its duration, typhoid fever is 
much more variable than some of the other 
acute febrile diseases. In typhus, for examplCj 
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once defervescence occurs, convalescence is 
; quickly established, and health rapidly re- 
fined. The reverse is often the case, as every- 
body knows in typhoid. This is one of the 
reasons which makes it very difficult to estimate 
the exact duration of some cases of typhoid. 
Another reason is, that individual cases differ 
very materially in their severity,and also in their 
exact duration. As I have already pointed out, 
the ordinary book descriptions — the usual type- 
pictures — of typhoid fever, are very often 
departed from in actual practice. For these 
reasons, it is consequently in many cases diffi- 
cult to predict exactly the length of time the 
.disease will last ; to say how long the patient 
will have to be kept going, in order that he 
may be enabled to tide over the usual period, of 
the disease, and to pull through the attack. 

In treating cases of typhoid fever, we have 
to be prepared to meet the dangers which are 
apt to arise, and to do all we can to prevent 
those complications and accidents, which we 
know, as the result of experience, are apt to 
occur in the course of the disease. 

Some of the chief causes of danger in typhoid 
fever are, failure of the heart, excessive diarrhoea, 
excessively high temperature, the retention in 
the blood of excrementitious matters and re- 
tained urinary products ; while two of the most 
important accidents or complications are, per- 
foration of the intestine and intestinal haemor- 
rhage. 

It is of the utmost importance to recognise 
these risks and dangers, to look out for them, 
to do what we can to prevent them, and treat 
them as soon as they do occur. 

There can, in my opinion, be no question that 
judicious management and treatment, do most 
materially modify the result in many cases of 
typhoid. Proper management and satisfactory 
treatment do, I believe, exert a very distinct 
influence upon the mortality of this disease. 

? There are, of course, in typhoid, as in all of 
the contagious and infectious diseases, some 
cases so mild that no treatment is required. 
There are other cases so severe that all treat- 
ment is useless. But between these two ex- 
tremes, there lies a great mass of cases in which 


the disease is inore or less, a^ in some oaacaj 
very, severe-, and in which without doubt . 
cious treatment, and careful feeding and niirs-^ 
ing go far to decide, in many instances at all 
events, what the result shall be— whether the 
patient shall or shall not recover. 

In connection with the treatment of typhoid/ 
other points which should be kept in remenir 
brance are, that the characteristic local lesion^ 
consists of an inflamed and ulcerated condition of ^ 
the small intestine ; and that, from the active 
onset of the disease to the termination of the 
attack — practically, we may say, till the , cica- : 
trisation and healing of the intestinal ulceration 
is completed — there is more or less febrile 
disturbance. During the active period of the 
disease — the first three weeks of the attack— 
the fever is high, and, as I have already pointed 
out, in typical cases it presents a very definite 
mode of development and course. (It is im- 
portant to remember, that in many cases of 
typhoid, this course of the fever curve is by no 
means typical and characteristic ; here, as in 
so many other diseases, the clean-cut and 
sharply drawn features of typical cases, as 
described in the lecture room and in the text- 
books, are very frequently departed from.) 

The inflamed and ulcerated condition of the 
intestine, and the resulting tendency to diarrhoea, 
constitute one of the difficulties in the treat- 
ment of typlioid. In treating cases of typhoid, 
it is very important to remember this tendency 
to diarrhoea, and to avoid administering any- 
thing, either in the form of food or medicine, 
which will irritate the inflamed and ulcerated 
intestine. It is well known that the adminis- 
tration of even a mild purgative at the com- 
mencement of a case of typhoid, is apt to be * 
followed by severe diarrhoea ; and that in those 
cases of typhoid, in which powerful purgatives 
have been given at the beginning of the attack, 
the subsequent course of the disease is often 
very severe, and the diarrhoea very marked and 
intractable. 

In typhoid fever, where the febrile process and ; 
the disease are of such prolonged duration, the \ 
administration of abundant nourishment is one 
of the most important indications for treatment^-- 
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but in attempting to oajry but this indication/ 
it is, as I have just mentioned, all important to 
remember the inflamed and ulcerated condition 
of the and to take care that the food, 

wMch is administered, is not calculated to in- 
cre^e the diarrhoea and to irritate the inflamed 
and ulcerated gut. 

These are some of the general principles and 
fundamental facts which it is essential to bear 
•in mind in considering the management and 
treatment of a case of typhoid. 

; The main object of a scientific and rational 
plan of treatment of an actual case of typhoid 
w:ould be, as I have already mentioned, to 
neutralise or destroy the poison, and so cut 
short the disease. We have seen that, in the 
present position of medical science, we know 
of no remedy which is capable of fulfilling this 
indication — of destroying the typhoid germs, 
once they have actively developed in the sys- 
tern ; — in other words, we know of no method 
\of treatment by which we are able with safety 

S certainty to cut short the attack, 
disease has actively developed and 
self. 

Liig cases of typhoid, we have therefore 
k upon our second line of defence — 
ognising our inability to cut short the 
3 have to concentrate our efforts in 
the endeavour to enable the patient to tide over 
the attack. Our object is to do all we can to 
enable him to satisfactorily battle with the 
disease. 

We endeavour to carry out this indication in 
various ways and by various means. Our object 
is to sustain the patient's strength by every 
means in our power, to husband his resources 
and reserve as carefully as possible. 

In order to carry out this indication, we have 
to see that he is, if possible, from the very 
commencement of the attack, placed in the 
best possible condition as regards his surround- 
ings; that he is judiciously and carefully fed ; 
that he is carefully nursed; and that the 
^^niedicines and remedies, which are required in 
bis special case, are regularly administered. 

But it will be necessary to consider these 
and the many other points connected with the 
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treatment of typhoid (such, for instance, as the 
administration of stimulants, the administration 
of antipyretics, the treatment which is required 
for the various complications, sucli as luemor* 
rhage, and perforation) individually and in de- 
tail. 

In every case of typhoid, however mild the 
attack may seem to be, the patient should, 
from the moment when the disease is first 
recognised, be placed in bed. He should be 
kept in bed tliroughout the whole period of the 
attack, and on no account allowed to get up, 
not even to evacuate the contents of the bladder 
or rectum. 

It is essential to see from the first that he is 
so far as possible kept at absolute rest in bed ; 
that he has nothing to disturb cither liis body 
or his mind ; to see that all sources of intestinal 
irritation are so far as possible prevented — 
nothing should be administered to him which 
is likely to irritate the intestine, to aggravate the 
intestinal inllammation, or to excite diarrlioea. 
During the earlier diiys of the attack, when he 
is conscious and acutely suffering, no efforts 
should be spared to relieve his suffbrings, and 
to keep him in as cheerful and hopeful a frame 
of mind as the circumstances of tl)c case will 
allow. There can, I think, be little doubt that, in 
some cases, the mental condition of the patient 
does undoubtedly influence the result, and in 
some measure at all events docs determine 
whether he shall or shall not recover. 

We all know what an important influ'ence 
the nervous system exerts upon the processes 
of nutrition, growth, and repair; how the 
mind, to speak in popular language, acts upon 
the body, and the body on the mind; how, 
when the mind is depressed and filled with 
gloomy forebodings and fears, the functions of 
all the great viscera are apt to be disturbed or 
performed in a languid and sluggish manner. 
How, the whole vital tone, so to speak, is apt 
to be deteriorated, the resisting power of the 
organism weakened, contagious and infectious 
diseases (cholera, for instance) more likely to 
be contracted, and the j^rocesses of repair and 
recovery from disease, which is already present, 
seriously interfered with, or altogether pro- 
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veiled; how easily persons of a cheerful, hope- 
ful, and sanguine disposition of mind throw off 
their ailments ; how, on the one hand — and this 
is the point to which I wish more especially to 
refer in connection with our present subject, 
the treatment of typhoid — a patient who firmly 
believes that he will get well, often does get 
well, even in apparently hopeless circumstances; 
and how, on the other, a patient who is im- 
pressed with the idea that he will die, often 
does die, even when we might reasonably have 
expected recovery to have taken place. 

All experienced observers are at one in 
thinking, that in those cases in which the 
patient goes about during the earlier period of 
an attack of typhoid, the subsequent course of 
the disease is apt to be severe. There can also 
be little doubt that any violent exertion and 
sudden movement is apt, in the later stages of 
the disease — once the process of ulceration is 
fully developed — to lead to the production of 
perforation and perhaps in some cases also of in- 
testinal haemorrhage. 

In the earlier, stages of the attack, there is 
not, of course, the same risk of rupture of the 
gut or of intestinal haemorrhage being produced 
by movement and exertion ; but it is well to 
remember, that in some cases both the history 
of the exact duration of the attack, and the 
appearances indicative of the stage of the disease, 
are deceptive. It is not always possible to say 
with absolute certainty, even when the symp- 
toms are apparently very slight, that intestinal 
ulceration has not already developed. 

For these reasons, therefore, it is very desir- 
able that persons who are suffering from 
typhoid fever should from the first be confined 
to bed, and that the importance of rest, and the 
necessity of avoiding any sudden effort (such as 
straining at stool, getting up to make water, 
&c.), should be insisted upon. 

It is important, therefore, as soon as this 
disease is suspected, and still more, once it 
has been clearly recognised, that the patient 
should not only be sent to bed, but tJiat he 
should be kept in bed. 

When the patient is an adult, he should, 
from the first, be plaeed on a water bed or 


water mattress. In dealing with typhoid, wii 
are dealing with a disease which lasts fof*; 
several weeks, and in the later stages of which 
there is a marked tendency to the formation df 
bed sores. It is essential, if possible, to preyaht 
the formation of a bed sore, for in some cases, at 
all events, the presence or absence of a bed sore 
is one of the conditions which determines the 
result. A bed sore is always a serious com- 
plication, and no effort should be spared to pre«* 
vent its formation. 

In the case of young children, u water bed is 
not so necessary, for they can be moved about 
so much more readily ; and as a matter of fact, 
during a severe illness, such as an attack of 
typhoid, a young child passes a great deal of 
its time in the arms of its mother- or its nurse. 
But in the case of older persons, more especially 
heavy adults, it is extremely desirable to place 
the patient on a water bed from the very first. 

The bed itself (the bed on which the water 
mattress is placed) should not be too broad. A 
very broad bed presents great difficulties to 
satisfactory nursing. The bed should not 
of course be so narrow that there is a risk 
of the patient tumbling out of it ; but it 
should be sufficiently narrow to allow of his 
being easily and comfortably reached by the 
nurse from either side, when he lies in the middle 
of it. A very high bed also interferes with 
the satisfactory nursing of the patient, just as 
a very broad one does. The bed should, there- 
fore, be of a satisfactory height and width. 
These may seem small points, but it is just 
these small points which are often of the 
greatest practical importance; it is also these 
apparently ’small, but, in reality, very essential 
practical points, which are almost invariably 
omitted from the text-books. I shall, there- 
fore, make no apology, either now or in the 
future, for referring to any point, however 
commonplace it may at first sight appear, pro- 
vided only it has a direct practical bearing on 
treatment. Small points of merely theoretical 
importance are much better omitted from a 
course of lectures such as this. In practice, w0 
want just as much theory as is necessary ; but, 
we want all the practical knowledge we cin getl^ 
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IT6tjbKatI,by any mean^desp^^ Quite 

tiie contrary. Theories are often most useful 
and helpful But the student’s life is short ; 
the iainount of knowledge which he has to 
acquire is very great. The practical knowledge 
is absolutely essential It should at all events 
be acquired. I am anxious in this course of 
lectures to give you as much practical know- 
ledge as possible. The sort of knowledge which 
•I wish you, in the first place, to gain from this 
course of lectures, is the knowledge which you 
will find of everyday use to you in your future 
career as practitioners of medicine. 

The room in which a patient who is suffering 
from typhoid (and indeed every other acute 
febrile disease), is placed, should, if possible, be 
large and airy ; in any case, whatever its size, 
care should be taken that it is well ventilated. 
For the maintenance of satisfactory ventilation, 
there is nothing like a fire on the one hand, 
and an open window on the other. Care must 
of course be taken that the fire is not too large, 
that the room does not get too hot, and that 
the patient is not exposed to any draught. If 
the room is small, and the weather warm, even 
a very small fire may be too much. But in 
summer time, and in warm weather, there is no 
difficulty in ventilating a sick-room by means of 
open windows. There is a very general im- 
pression amongst the laity, and it is, I fear, far 
too frequently shared in by the profession, that 
to open the window of the sick-room in which 
a patient who is suffering from a febrile or 
inflammatory disease is placed, is apt to be 
attended with danger. It is thought that the 
patient will catch cold. Such fears are ground- 
less. The idea is a complete mistake. Pro- 
vided that the patient is not exposed to a 
draught, he will not suffer from the fresh air. 
Indeed, quite the contrary, he will benefit by it. 
There need therefore be no hesitation, whenever 
the weather is suitable, in opening the window 
of the sick-room, provided always that a draught 
of damp or cold air is hot allowed to play upon 
the patient. In summer time, and in warm 
weather, it is, in many cases, advisable to keep 
the window continually open from the top. 
Free ventilation of the sick-room is eminently 


desirable. In my opinion, an over-heated and 
badly ventilated sick-room is likely to be much 
more injurious to a patient suffering from 
typhoid fever, than an open window. 

The room should be kept cool ; it is desir- 
able that the temperature should, so far as 
possible, be maintained at the same point; it 
is better to have it rather too cold than too 
hot. The temperature ought not to exceed 
60® Fah. Both during the day and during 
the night it should be kept at or about 60® Fah. 
There should be no hesitation in opening the 
windows in summer, and in allowing, both in 
summer and winter, a plentiful supply of fresh 
air to enter the sickroom. The essential 
requirements are, that the room should be well 
ventilated, that its temperature should, so far 
as possible, be steadily maintained at the same 
height (at or a little below 60® Fah.), and that 
the patient should not be exposed to draughts. 
Provided these essential points are attended to, 
the more fresh air the patient gets, the better. 

It is desirable to see that the patient is not 
covered up with heavy bed-clothes. Provided 
that he is kept covered, the lighter the bed- 
clothes are, the better. Patients wlio are suflering 
from high fever, instinctively throw off* the bed- 
clothes, and allow the excessive heat of their 
bodies to be dissipated into the surrounding atmo- 
sphere. This is one of nature’s indications for 
treatment, which it is well to bear in mind. I 
am satisfied that, not only are fever patients 
made uncomfortable, but that grave injury is 
often done by covering them up with blankets 
and heavy bed-clothes. In a case of typhoid 
fever, a single blanket, and in many cases a single 
sheet, is all that is required in the way of bed- 
clothes. 

The point then which I have just been en- 
deavouring to impress upon you is tliis, that in 
the treatment of a case of typhoid, and indeed 
of any other acute febrile disease, it is very 
important to see that the surroundings of the 
patient are, so far as possible, satisfactory. It 
is essential that from the first he should be 
made as cheerful and comfortable as possible, 
and that he should be placed in the best possible 
position, as regards his surroundings. 
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The next point— and it is one of the most 
important points in the treatment of a case of 
typhoid fever — is to see that the nursing 
arrangements are satisfactory. 

In typhoid fever, we have to deal with an acute 
: disease, which, in cases of ordinary average 
severity, is of several weeks' duration. In severe 
cases which recover, the most assiduous nursing 
V is required for four, five, or six weeks; and in 
many cases, for a much longer period of time. 
In a severe case of typhoid fever, perhaps more 
than in any other diseased condition (I refer to 
medical, not to surgical or gynaijcological cases), 
good nursing is essential. In many cases, the 
success of the treatment is more largely due to 
the nursing which the patient receives than to 
anything else. In many bad cases of typhoid, 
the kind of nursing which the patient receives, 
determines the result. Good nursing will often 
enable a patient to pull through a bad attack of 
typhoid. I feel perfectly convinced that, in 
many biases of severe typhoid, in which the 
patient who has been well and assiduously 
nursed just pulls through — to use a popular 
but very forcible expression, just pulls through 
by the skin of his teeth — that he would have 
succumbed to the disease, had he been badly or 
carelessly nursed. If I were myself to be so 
unfortunate as to be attacked with typhoid, I 
should like, above all things, to feel assured 
that I would be well and carefully nursed. In 
my opinion, good nursing is, in a case, of typhoid, 
quite as important,! am not sure but I should not 
say even more important, than good doctoring. 
I do not in any way wish to minimise the 
importance of good doctoring in this disease. 
Far from it. Skilful and judicious doctoring 
can do a great deal for a case of typhoid, while — 
and this is perhaps still more important to re- 
member — ^bad and injudicious doctoring can do a 
: great deal of harm. If I were myself attaeked 
with typhoid, I should take very good care that I 
had a good and judicious doctor. But what I 
do want to emphasise in the strongest possible 
way is, the impcjrtance of good and judicious 
nursing. 

In arranging, then, for the treatment of a case 
of typhoid fever, one of the first points which 


the medical man has to attend to, is to see ,t^^f 
there is a sufficient supply of good and capahfe: 
nursing. 

The patient must be well and carefully 
nursed during the whole period of the disease, 
during the night as well as during the 
In severe cases, the disease lasts, as we have; 
seen, for several weeks, and careful nursing ie In 
many cases required during the earlier weeks of 
convalescence. One nurse is quite incapable 6f 
nursing an adult affected with severe typhoid, 
satisfactorily. Two nurses are absolutely neces-^ 
sary — one for the night, another for the day. 

Whenever the circumstances of the patient 
admit of it, two properly trained professional 
nurses, who have been accustomed to nurse 
typhoid cases, should be procured. 

In this, as in every other disease, the female 
relatives or friends of the patient are often 
anxious to undertake the nursing. Now, speak- 
ing generally — and granting, of course, that 
thoroughly satisfactory and competent pro- 
fessional nurses can* be procured — ^properly 
trained and skilled j)rofessional nurses, who have 
been accustomed to deal with the disease, 
are, in the case of typhoid, to be preferred 
to amateurs. 

The loving zeal and affectionate solicitude 
which a mother or a sist(^ or a daughter feels 
for the patient, are qualities, the importance of 
which, from a nursing point of view, it is im- 
possible to over-estimate; but no amount of 
love, zeal, or affection, can supply the skill, ex- 
perience, and knowledge, which are desirable in 
a nurse who has to deal with a bad case of 
typhoid fever. 

It is a mistake to suppose that all wonaeii 
are " born ” nurses. Some doubtless are. Most 
women doubtless possess the fundamental re- 
quirements which are essential for the making of 
a good nurse. Most amateurs would doubtless, 
after a little training and experience, be quite as 
able to nurse a case of typhoid, as the majority 
of professional nurses, M^y amateurs \irpuld 
doubtless, after a little training and experience, 
be better than the average run of professional 
nurses. In some diseases, the amateur hur^jLt^; 
of a loving wife or sister, is all that is required;- 
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direct brairing upon diagnosis and treatment 


^a^nd when it is alt th^ is is, in my 

opinion, the best nursing that can be got. But 
in typhoid fever, a professional nurse is, I think 
(I speak generally — I do not mean to say that 
there are no exceptions) — ^provided that she is 
only a well-trained and skilful nurse, but a 
right-minded, well-meaning, and zealous woman 
, ^to be preferred to an amateur. 

- And here it may be well, perhaps, to pause 
® for a -moment, to consider what are the qualifi- 
cations of a good nurse and what are the duties 
which a nurse is called upon to perform in a 
case of typhoid fever. 

(The subject will be continued in the next 
number of the Studies.) 

IV. — ^The Symptoms and Signs indicative of 

AN iNTRACliANIAL TUMOUR. 

If I may judge from my own experience, 
intracranial tumours are by no means so com- 
mon in Edinburgh as in Newcastle. I am in 
.the habit of accounting for this difference by 
the fact, that syphilis and head injuries are 
more common in Newcastle than they are here. 
Injury to the head is undoubtedly, I think, 
an important factor in the production of some 
forms of intracranial tumour. I believe that 
glibmatous tumours not unfrequently have their 
starting point in an injury to the skull. I fe^i 
satisfied, too, that scrofulous tumours in the 
cerebellum, in some instances, appear to result 
from, or, to speak more accurately, to follow a 
blow on the head. Perhaps a head injury may 
also, in some cases, act as an exciting cause in 
the production of sarcomatous and cancerous 
tumours. 

what are the symptoms and signs indi- 
cative of an intracranial tumour ? We are in 
the habit of dividing the symptoms and signs 
indicative of an intracranial tumour into two 
classes and groups. The ^*gemral*' symptoms 
; and signs, on the one hand, and the localising ” 
or "/ocaZ” symptoms and signs, on the other. 
The division is an important one, since it has a 


It is, too, a real division, since it has not merely 
originated in the imagination of the lecturer or 
writer, but is founded on clinical fact. In 
many cases of intracranial tumour, there are no 
localising symptoms; the general symptoms and 
physical signs are the only symptoms and signs 
which are present. 

The more important general ” symptoms and 
signs indicative of an intracranial tumour are, 
headache, vomiting, and double optic neuritis. 
In the great majority of cases of intracranial 
tumour, these symptoms and signs are present 
in combination. In many of tlie cases in which 
these three main symptoms — the chief, the 
most characteristic symptoms — of intracranial 
tumour are present, there are also, of course, 
other symptoms, such as spasms or paralysis, 
which have a definite localising value. 

Headache alone, vomiting alone, or even 
double optic neuritis alone, is not indicative of 
an intracranial tumour. But when headache,, 
vomiting, and double optic neuritis are met 
with in combination, the presence of an intra- 
cranial tumour should always be strongly sus- 
pected, for an intracranial tumour is the condi- 
tion which is most frequently the cause of these 
symptoms. 

Headache, vomiting, and double optic neuritis, 
in combination, may be, of course, due to other 
conditions than a tumour within the cranium. 
Meningitis is one of these conditions, kidney 
disease is another, and lead poisoning is, a 
third. As a rule, it is easy to exclude men- 
ingitis, kidney disease, and lead poisoning. In 
most cases in which lieadache, vomiting, and 
double optic neuritis are due to meningitis, 
there is fever (pyrexia). It is rarely that, 
meningitis without fever (chronic meningitis) 
gives rise to headache, vomiting, and double 
optic neuritis, except when the meningitis is 
syphilitic (and then there is usually a gumma), 
or except in those cases in which the meningitis 
has its starting point, its exciting cause, in 
localised coarse*' or naked eye lesion, such as 
a tumour. ; 

When a tumour and meningitis are both 
present, it may, of course, be very difficult, in 
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fact in some oases it may be impossible to say, 
whether the symptoms — the headache, the 
vomiting, and the double optic neuritis — are 
the result of the tumour or of the meningitis, 
which is (usually) secondary to the tumour. 
The matter is not perhaps of very great practi- 
cal importance, for the treatment of the two 
conditions is very much the same. If iodide of 
potassium in large doses, or fading the iodide 
alone, mercury along with iodide of potas- 
sium, does not effect a cure, no drug remedies 
are likely to give relief. The important practi- 
cal fact to remember is that when headache, 
vomiting, and double optic neuritis are asso- 
ciated with other symptoms (negative or 
positive) suggestive of chronic meningitis, that 
the meningitis is usually either syphilitic or 
secondary to a “ coarse ” cerebral lesion — such 
as a tumour or abscess. 

I shall not on the present occasion enter into 
the differential diagnosis of cerebral tumour and 
cerebral abscess. That is a very interesting and 
important practical subject, to which I hope to 
refer in some future number of these Studies. All 
I need say at present is this, that the differential 
diagnosis of cerebral tumour and abscess is 
usually impossible unless some one or other of 
the usual causes of cerebral abscess — such as 
ear disease, nose disease (in short, disease of 
some one or other of the cranial bones), a 
localised injury to the skull, or lung disease, 
likely to be followed by secondary abscess in 
the brain— is present. Fortunately for the 
purposes of correct diagnosis, a cerebral abscess 
very rarely indeed occurs without some definite 
and distinct exciting 'cause (such as ear disease, 
head injury, etc.). If, therefore, there is no 
obvious cause of cerebral abscess, the presence 
of headache, vomiting, and double optic neuri- 
tis, in combination, would be indicative of some 
other form of “coarse” intracranial disease 
(than abscess)— in other words,— granting that 
meningitis, kidney disease, and lead poisoning 
could be excluded — would be indicative of an 
intracranial tumour. 

As a rule, it is, of course, quite easy to 
exclude kidney disease and lead poisoning. 

The examinatipn of the urine and of the 


heart and vascular system enabres us to deter- 
mine the presence or absence of kidney dise^. 

I have referred to this subject in a previous 
number of these Studies. (See puge 38.) I 
need not again enter into details. 

In the cases of lead poisoning in which head- 
ache, vomiting, and double optic neuritis 
present, there is usually (invariably in my 
experience) a blue line on the gums, and 
generally a history of constipation, colic, and^’ 
other symptoms indicative of plumbism. The 
occupation of the patient is also a point of 
great diagnostic importance. I do not, how- 
ever, on the present occasion propose to enter 
into details, with regard to the interesting 
subject of lead poisoning. I shall return to it 
again in a future number of these Studies. The 
nervous symptoms which may be produced by 
lead poisoning are very numerous, and the 
space which I have at my disposal in the 
present issue is not sufficient to allow me to 
consider the subject as I would like to consider 
it. 

Returning to the subject of intracranial tu- 
mours, I repeat that when headache, vomit- 
ing, and double optic neuritis are present in 
combination, a positive diagnosis of intracranial . 
tumour may be given, provided that meningitis, 
cerebral abscess, kidney disease, and lead poi- 
soning can be excluded. 

I should add that in some cases of profound 
anaemia, the symptoms and signs of an intra- 
cranial tumour are more or less closely simu- 
lated. 

I should also say that in some exceptional 
cases, headache, vomiting, and double ^ optic 
neuritis, are the result of a diffuse cerebritis, and 
not of tumour. This peculiar form of cerebritis, 
which it is impossible to distinguish clinically 
from an intracranial tumour — for the symptoms 
and signs may be identically the same in the 
two conditions — is, however, exceedingly rare. 
So rare that, for the purposes of diagnosis, it 
may practically be left out of account. 

The localising or “/acaZ ” symptoms will be 
referred to in the next number of Studies. 
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L— The Symptons Indicative of an Intra- 
cranial Tumour. 

( Continued from page 264J 

Jn the last number of these Studies, I stated 
that the symptoms which result from the 
presence of an intracranial tumour may be 
divided into two main groups — the generaV* 
symptoms on the one hand, and the ^'localising'* 
or focal ” symptoms on the other. 

The more important of the " general” symp- 
toms are, as we have seen, headache, vomiting, 
and double optic neuritis. 

When these three great symptoms are met 
with in combination, the presence of an intra- 
cranial tumour should always be suspected. 
Provided that meningitis, kidney disease, lead 
poisoning, cerebral abscess, and the extremely 
rare condition, diffuse cerebral sclerosis, can be 
excluded, the presence of headache, vomiting, 
and double optic neuritis in combination, may 
be held ‘to be indicative of the presence of a 
tumour in some part of the cranial cavity. It 
is; perhaps going too far to say, that no other 
diseased conditions, except those which have 


just been enumerated, are capable of producing 
headache, vomiting, and double optic neuritis. 
Profound ana:‘mia is undoubtedly in some cases 
attended with double optic neuritis, and with 
some degree of headache ; and possibly, in some 
cases of profound amemia, vomiting may be 
present as an accidental or associated symptom. 
But the presence of very profound aiuemia would 
put the physician on his guard, and would 
necessarily make him hesitate in committing 
himself to a positive opinion. In some cases of 
leucocythainia, too, in which the nerve centres 
are the seat of profound vascular alterations 
and of numerous haemorrhages, headache, vomit- 
ing and double optic neuritis are present. In 
cases of this description, the physician has to 
ask himself whether the vascular alterations 
which are presumably present in the brain, 
are sufficient to account for, or likely to 
account for the symptoms — the lieadachc, the 
vomiting, and the double optic neuritis. The 
same question has constantly to be answered 
in dealing with diseased conditions. It is easy 
to lay down general rules for diagnosis ^ or 
differential diagnosis in a text book or in a 
lecture room ; but every one who has had much 
experience in dealing with disease as it occurs 
in the living patient, knows how frequently 
the text book descriptions of disease and the 
text book rules for diagnosis and differential 
diagnosis are departed from and have to be 
modified at the bedside. Tliere are indeed 
few symptoms, or even combinations of symp- 
toms, which are pathognomonic and actually 
indicative of any single diseased condition. In 
dealing with disease as it occurs in the living 
patient, we are constantly meeting with excep- 
tions and anomalous conditions. Any well 
informed student is able to recognise and diag- 
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nose the typical cases, which conform to the 
ordinary text book descriptions; but it is only 
the man of wide knowledge and extensive 
bedside experience who is able to recognise the 
exceptional and anomalous cases. 

The various conditions which we group to- 
gether under the common term intracranial 
tumours, form no exception to this general rule. 
In some cases of intracranial tumour, there is 
no headache; in others, there is no vomiting; 
in others, again, there is no double optic neuritis. 
It is seldom indeed, though it does some- 
times actually occur, that all of these symptoms 
are conspicuous by their absence; while in 
most cases of intracranial tumour, all three of 
them are present in combination, or at all 
events, are observed at some period or other of 
the case. 

Double optic neuritis is by far the most im- 
portant of all the symptoms of intracranial 
tumour. 

Firdly, Because it is an objective sign, which 
does not depend upon the mere sensations and 
statements of the patient, but which is attended 
with, and in fact consists of, distinct physical 
alterations which can be seen by the physician. 
Double optic neuritis is in fact more than a 
mere symptom; it is in the strictest sense of 
the term a physical sign — an objective and 
visible indication of disease which is infinitely 
more important than any mere subjective sen- 
sation, such as headache or dimness of vision, 
or even complete blindness. 

Secondly, Because it is present in the great 
majority of cases of intracranial tumour, at 
mm period or other of their course. Statistical 
observations seem to show that double optic 
neuritis is probably present in eighty per cent, 
of the cases of intracranial tumour, at some 
period or other of the course. The proportion 
of cases in which double optic neuritis is present, 
when the patient first comes under the obser- 
vation of the physician — in other words, at the 
time when he is first asked to give an opinion 
as to the nature iof the case — is undoubtedly 
much less than eighty per cent. Nevertheless; 
double optic neuritis is so frequently present, 
bven when the patient first comes under obser- 


vation; that it is generally recognised as oije of 
the most frequent symptoms (and when present, 
for the reasons which are just being stated, the 
most important symptom) of the disease. ; : S ;: 

Thirdly, Unlike headache, vomiting; mi 
vertigo, double optic neuritis is a physical/'sigii 
which is not commonly produced by other con.;^ ^ 
ditions ; or, to state the matter more accurately; f 
an intracranial tumour is by far the most com- 
mon condition with which double optic neuritis 
is associated. If we were to take 100 cases 
of Bright’s disease, of lead , poisoning, of men- 
ingitis, or of anaemia, the proportion of cases in 
which double optic neuritis would be present — 
even granting that we could observe the case 
from first to last — would bo infinitely less than 
eighty per cent. This statement is not, however, 
applicable to those cases of lead poisoning, 
which are likely to be mistaken for an intra- 
cranial tumour. In the form of lead poisoning 
(lead encephalopathy, as it is termed), in which 
head symptoms are prominent, double optic 
neuritis is in my experience very generally 
present. I am disposed to think, that in acute 
lead encephalopathy, double optic neuritis is 
quite as frequently present as in cases of cere- 
bral tumour. 

The " localising'* or focal ” symptoms which 
may result from the presence of an intracranial 
tumour are very numerous and very important. 
They result from the pressure of the tumour (or 
the meningitis which surrounds it), upon some 
individual part of the brain, or upon some 
special portion of the intracranial contents dr 
of the structures forming the boundaries of the 
cranial cavity (nerve trunks at the base of thd^ 
.brain, blood vessels, membranes, bones forming 
the cranial wall, &c.). 

The pressure of a new growth upon nerve 
tissue, or indeed upon any tissue, is attended 
with one or other of two results — destruc- 
tion or irritation. In many cases, both results 
are indeed produced. In many cases, the nerve 
tissue is irritated before it is destroyed. It' not 
unfrequently happens that irritation and de- 
struction are simultaneously produced— that 
while one portion of the nerve tissue is desticydiiii ’ , ! 
or so pressed upon that its function is arrested or . 
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adjacent part is irritated, 
4ft excited. Localised 


: p^dysis and spasms, localised derangements of 
sensation, such, for instance, as hemianopsia, and 
the various speech derangements, which are 
grouped together under the common term 
aphasia, are some of the chief localising symp- 
toms of a positive kind. I say of a positive kind, 
for it is of the greatest importance to remember 
tfiat, in trying to determine in what particular 
part of the cranial cavity a tumour is situated, we 
have to be guided not only by the positive facts, 
but in some cases quite as much by the nega- 
tive indications which are present. Given, for 
instance, the presence of symptoms and signs 
indicative the presence of an intracranial 
tumour in some part of the cranial cavity, the 
negative fact that there is neither paralysis nor 
spasm, enables us to say that the tumour is, in 
all probability, not situated in the motor area. 
I say in all probability, for, in rare cases, very 
remarkable exceptions to this general rule 
are met with. I have myself recorded a 
case, in which the greater part of the motor 
area in the left hemisphere of the brain was 
destroyed by a large sarcomatous tumour, and 
in which there was no paralysis. The case 
is of so much interest and importance that 
I make no apology for reprinting it in full. 
(See page 278.) 

I do not propose on the present occasion to 
describe in detail the exact character of the 
localising or focal symptoms which may result 
from the presence of an intracranial tumour in 
difierent parts of the cranial cavity. In order 
to do so satisfactorily, I should have to consider 
the whole subject of cerebral localisation — a 
subject of the greatest interest and importance, 
but one so vast that it would be impossible to 
treat it satisfactorily in the space at my disposal. 

I should like, however, to illustrate the value 
of the localising or focal symptoms by means of 
one symptom, viz., hemiplegia. 

The ordinary, common, form of hemiplegia — 
in which the face, arm, and leg on one side of 
the body are paralysed — is, par excellcTice, the 
tJypical form of cerebral (as distinct from spinal, 
or peripheral) paralysis. 




In the great majority of cases in which the 
face, arm, and leg on one, and the same, side of 
the body are paralysed, the lesion is situated in 
the hemisphere of the brain on the side opposite 
to the paralysis; in other words, the lesion 
involves the intra-cerebral motor mechanism 
(motor centres, or conducting fibres of the 
pyramidal tract) above the crus cerebri. (SeO 
5, fig. 90.) 

The ordinary form of hemiplegia, to which I 
am at present referring, may, of course, be due 
to a variety of different lesions, amongst which 
hsemorrhage in the neighbourhood of the internal 
capsule and embolism or thrombosis of the 
middle cerebral artery are by far the most 
common. 

A cerebral tumour is one of the lesions which 
may produce the ordinary, typical form of 
hemiplegia. 

It is rarely, however, that the hemiplegia, * 
which is due to the presence of a cerebral 
tumour, in one (the opposite) cerebral hemi- 
sphere is so complete and so extensive in its 
distribution as the hemiplegia which is due to 
a well maxked cerebral hemorrhage, or to com- 
plete plugging of the middle cerebral artery 
I refer to those cases in which the hemiplegia 
is permanent ; in other words, to those cases in 
which the paralysis is due to direct j)ressure 
upon, or destruction of, the motor nerve 
mechanism above the crus cerebri. 

The temporary form of hemiplegia, which we 
term post epileptic, which is not uncommon in 
the course of syphilitic guminata and otlier 
"coarse” lesions (tumours, etc.), and which 
follows an attack of one-sided (unilateral) epilep- 
tiform convulsions or Jacksonian epilejxsy, may 
for the brief period that it lasts (the few days 
of its duration), be quite as comploite in degree 
and as extensive in its distribution as the hemi- 
plegia which is due to haiinorrhage or embolism. / 

But the hemiplegia which a tumour pro/'" 
duces by direct pressure upon, or destructi|i)n 
of, the motor nerve mechanism, above the c^*us 
cerebri, rarely, at its commencement at /all 
events, involves all the muscles on the oppejsite 
side of the body — all those muscles which/ are • 
paralysed as the result of a hoemorrhag^ or 
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embolism (e^., the muscles of the face, arm, 
and leg). 

The hemiplegia which is due to the presence 
of a tumour in the opposite cerebral hemisphere 
is in most cases incomplete, at its commence- 
ment, both as regards the extent and the degree 
of the paralysis. The loss of muscular power 
may, for a time, involve the face only, or the 
arm only, or the leg only; and the paralysis of 
the part which is first involved (face, arm, or 
leg), is usually for a time imperfect ; to use a 
popular, but I hold an erroneous, expression, it 
is a paresis rather than a paralysis. It is only 
after a time, and as the tumour increases in 
size, and involves more and more of the motor 
mechanism ('cortical centres or conducting 
fibres), that the face, arm, and leg are also in- 
volved (i.e., that the hemiplegia becomes com- 
plete, as regards the extent and distribution of 
the paralysis) ; or, to put the matter in another 
way, a tumour of the cerebral hemisphere, in 
many cases, first produces a monoplegia, which 
in the course of time may become a hemiplegia. 

This slow and gradual mode of development 
of the paralysis is very characteristic, and of 
great diagnostic importance. It is highly sug- 
gestive of the pi'csence of a slow-growing and 
gradually progressive lesion, such as a tumour. 

I do not mean to say that the hemiplegia 
which is due to the presence of a tumour in 
one cerebral hemisphere is always produced in 
this slow and gradual manner. Cases of cerebral 
tumour are occasionally met with in which 
permanent paralysis of the face, arm, and leg 
(exactly resembling, both in the extent and in 
the degree of the paralysis, the hemiplegia due 
to haemorrhage or embolism) is suddenly de- 
veloped. Let me give an illustration. Haemor- 
rhagic extravasations are very frequently due 
to the rupture of the thin walled and dilated 
vessels, which are such conspicuous features in 
Mnany gliomatous tumours. If the haemorrhage 

extensive, or if the glioma is situated in the 
neighbourhood of the motor portion of the in- 
ternal capsule, paralysis of the face, arm, and 
leg, on the opposite side, may be suddenly de- 
v^ped. But cases of this kind are compara- 
tively rare. The slow and gradual mode of 


devdopment of the paralysis is much m 

common. ■ 

In most cases in which a tumour of the 
hemisphere produces hemiplegia (I refer to the. 
permanent form of hemiplegia which is due t6 
destruction of, or direct pressure upon, the 
nerve mechanism above the crus cerebri); the 
tumour is situated^ either on the surf ace of th^ i 
brain, in the cortex, or in the white matter 
immediately below the cortex (the subcortical 
portion of the centrum ovale). 

ITow a tumour, in these situations, which 
produces paralysis of the face, arm, and leg, must 
necessarily be of large size. In order to produce 
paralysis of the face, arm, and leg (permanent 
paralysis, not merely temporary or functional 
paralysis), it must necessarily involve the whole 
of the motor area (the cortical centres for the 
face, arm, and leg), or the fibres in the subjacent 
white matter which proceed from those centres. 

A small tumour, situated in the deeper parts 
of the centrum ovale, or in the immediate 
neighboui'hood of the motor part of the internal 
capsule, t.e., which involves the fibres of the 
pyramidal tract after they have conveyed and 
become collected together in a comparatively 
narrow area, may, of course, produce paralysis 
of the face, arm, and leg, on the opposite side. 
But, as a matter of fact, tumours are more 
frequently situated on or in the cortex, or in 
the subcortical white matter, than in the basal 
ganglia or deeper parts of the centrum ovale. 
Hence it is that the hemiplegia, which is due to 
the presence of a tumour in the cerebral henu- 
sphere, is seldom so extensive (at its commence^ 
ment at all events), as the hemiplegia which is 
due to a hsemorrhage in the lentlculo-striate 
region, or to embolic plugging of the middle 
cerebral artery. 

The manner, then, in which a hemiplegia is 
developed in cases of cerebral tumour, is, ih 
many cases, of great diagnostic value (i.^„ is 
indicative of a tumour). 

Further, the fact that the paralysis is, 
in many cases of tumour of the hemisphere, 
limited, at its commencement, to the face, : 
arm, or leg (in accordance with the position 
of the tumour, and the function of the cortical ^ 




cei^tres or conducted fibres wliich are first im- 
plic&^ted by it), is of distinct localising value. 

■ Further, by observing the way in which the 
paralysis extends (the order in which the face, 
ten, and leg become paralysed, or the " march ” 
of the paralysis, as it may be termed), we are 
able, in some cases, to form an (approximate) 
opinion as to the direction in which the tumour 
is extending ; for, as has been already pointed 
out, the progressive increase of the paralysis is, 
in many cases, due to the fact, that motor centres 
or conducting fibres, which at the commence- 
ment of the case were uninvolved, have gradually 
become encroached upon, or invaded by, the new 
growth. 

Granting, then, that the ordinary, typical 
form of hemiplegia is associated with the 
general symptoms (headache, vomiting, and 
cptic neuritis), indicative of an intracranial 
tumour, the physician is justified in concluding 
that the tumour is, in all probability, situated 
in the hemisphere of the brain, on the opposite 
side to the paralysis. 

This conclusion is, however, only justifiable 
when the hemiplegia is of the ordinary typical 
variety (i.e., when the paralysis involves the face, 
arm, and leg, on one and the same side), and when 
the hemiplegia is the only localising symptom — 
or, to put the matter more accurately, when 
no other localising symptoms are present whicli 
indicate that the tumour is situated at the base 
of the brain, in the pons Varolii, medulla oblon- 
gata, OT* cerebellum. * 

It is important to remember, that tumours, 
which are situated at the base of the brain, in 
the pons Varolii, medulla oblongata, or cere- 
bellum, and which press upon or involve the ! 
fibres of the pyramidal (motor tract), in or | 
belowthecrus cerebri, may give rise to hemiplegia. 

In most cases of this kind, the hemiplegia 
is not the ordinary typical form. Tumours 
which press upon or involve the crus cerebri 
Oh one side, or which are limited to one lateral 
half of the pons Varolii or medulla oblon- 
gata, usually produce irregular or alternate 
bomiplegia — crossed” hemiplegia, as it is 
\sometimes, but very badly, named. 

Several different varieties of alternate or 


irregular hemiplegia are met with. The essen- 
tial facts to remember, in connection with all 
these irregular forms of hemiplegia, are : — 

Firstly, That the lesion (tumour) involves the 
main pyramidal tract above its decussation (at 
the lower end of the medulla), and, conse- 
quently, produces paralysis of the arm and leg, 
and it may also be of the face, on the opposite 
side of the body. 

' Whether the face is paralysed, as well as the 
arm and leg, on the opposite side to the lesion 
(tumour), depends, of course, upon the position 
of the lesion, ie., whether it is situated above 
or below the decussation of the fibres of the 
facial nerve in the pons Varolii, 

A lesion in the upper part of the poii^arolii, 
which involves the main pyramidal tract on one 
side, will involve tlie facial nerve fibres above 
their point of decussation, and will, conse- 
quently, produce paralysis of the face muscles 
(as well as paralysis of the muscles of the arm 
and leg), on the opposite side of the body. In 
other words, the face,arm,and leg,on the opposite 
side to the lesion, will be paralysed. So far as 
the face, arm, and leg are concerned, the hemi- 
plegia which results from a lesion of this 
description, differs in no way from the. hemi- 
plegia which is due to a lesion above the crus 
cerebri, i.e,, from a lesion which involves the 
motor portion of the internal capsule. 

A lesion in the lower part of the pons Varolii 
or in the medulla oblongata, which involves the 
main pyramidal (motor) tract on one side, w-ill 
produce paralysis of the arm and, leg on tlic 
opposite side. A lesion in these situations may 
not produce any facial paralysis, for it may be 
situated below the point of emergence of tlie 
fibres of the facial nerve (below the superficial 
origin of the facial nerve). If the fibres of 
the facial nerve are involved by such lesions, 
(tumours situated in one lateral lialf of tlie 
lower end of the pons Varolii or in the medulla > 
oblongata), the paralysis of the face will lie 
the same side as the lesion ; for the fibre^^ of 
the facial nerve will be involved helow ji-lieir 
decussation in the pons Varolii. \ 

These facts are diagrammatically represeiiited 
in figs, 90, 91, and 92. 
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Secondly, That the lesion (tumour) involves 
the fibres of some one or more of the cranial 
nerves below their 
point of decussa- 
tion, after they have 
crossed the middle 
line, as they are 
passing through 
their nerve nuclei,, 
or as they are em- 
erging at their 
points of superficial 
origin from the pons 
Varohi or medulla 
oblong^. 

The^more im- 
portant of the 
irregular or alter- 
nate forms of hemi- 
p.legia are as 
follows ; — 

1. Paralysis of 
the face, arm, and 
leg on one and the 
same side (the side 
opposite to . the 
lesion), and para- 
lysis of the muscles 
supplied by the 
third nerve on the 
same side as the 
lesion. 

This form Of al- 
ternate hemiplegia 
is usually due to a 
lesion (say a tumour 
at the base of the 
brain which presses 
upon the crus cere- 
bri). 

Fig. 89, which is 
copied from a pho- 
tograph, is an exact 
representation of a 
case of this kind. 

The patient, a child 

aged eigl|jeen months, came under my observa- 
tion some ; jEwo or three years ago. She suffered 



from vomiting, but there was little 
and no optic neuritis. The fontanelle was uii- ; 

closed. I have, in 
some other cases pf 
intracranial ttir 
mour, in which the 
fontanelle was un- 
closed, noted^ the ^ 
absence of opJ;ic 
neuritis. There was 
very marked para- 
lysis of the muscles 
supplied by the 
third nerve, on the 
left side. The 
ptosis is well shown 
in the drawing. 
The arm and leg 
on the right side 
were also paralysed, 
but not completely ' 
so. The hand, 
which was most 
affected, was rigid, 
and the fingers 
spasmodically con- 
tracted into the 
palm. I was unable 
to satisfy myself 
as to the presence 
of any distinct 
paralysis of the 
facial muscles. The 
paralysis of the 
muscles supplied 
by the third nerve, 
on the left, and of 
the arm and leg, 
on the right side 
had been slowly 
and gradually de- 
veloped. 

I diagnosed a 
scrofulous tumour 
at the base of the 
brain, pressing upon 

the left crus cerebri. 

Under appropriate feeding, and the ad^inis- : 


ViG. 90. — ^Diagram showing the arrangement of the motor tracts for both sides 
of the face, the left arm, and the left leg ; and the distribution of the paralysis 
produced by lesions in different parts of the cerebrum. 

.5, the right, and i?', the left cerebral hemisphere; the pons Varolii ; 
the medulla oblongata; 5*, the spinal cord; V’ the lateral ventricles; 
NC. the nucleus caudatus ; L Ny the lenticular nucleus ; C C, the crus cerebri ; 
P .y, left lemporo-sphenoidal lobe ; Fy Ay JL, cortical centres for the face, arm, 

* ’ - - . • ■ * :he left 

lower extremity ; //« andy’w*, right amd left facial muscles muscles of 

left upper, and /'w, mu.scles of left lower limb ; 4, localised lesion in the cortex, 
producing paraly.sis of the opposite leg’; s, le.sion of the pyramidal tract as it 
enters t..e internal capsule, producing hemiplegia on the opposite side of the 
body (paralysis of the face, arm, and leg). 




Fig. 89. — Case of crossed hemiplegia (ptosis of the left' eye, 
and paralysis with spasm of the right arm and leg), the result of 
a scrofulous tumour in the neighbourhood of the left crus cerebri. 
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irfttipn of iodide of potassium and the syrup of 
the iodide of iron, the paralysis slowly and 
gradually disappeared; and in the course of 
eight or nine months the child grew fat, and 
seemed to be perfectly welli I regret very 
much that I have no photograph of the patient 
at this period of the case. 

Some ten months after the patient first 
c%me under my observation, the vomiting again 
returned, headache was complained of, and 
ultimately symptoms indicative of tubercular 
meningitis developed. 

On my recommendation the child was ad- 



Fig ox. — Diagram showing the arrangement of the motor tracts ft 
both sides of the iace, the left arm, and the left leg in the pons Varoli 
-and the distribution of the paralysis produced by lesions of difierer 
parts of it. 

6, le.sion in the upper part of the right side of the pons Varolii, produ< 
ing paralysis of j:he face, arm, and leg on the opposite (left) side ; 7, lesio 
in the lower part of the right side of the pons Varolii, producing paralj 
sis of the face on the same, and of the arm and leg on the ojiposite side 
8, lesion in the middle of the left side of the pons Varolii, producin 
paralysis of both sides of the face, and of the arm and leg on the opposit 
side, — the conducting tracts passing to the right arm and leg are nc 
shown in the left side of the pons, but they would obviously be intei 


posite, and of the face on the" same side, as; the 
lesion. 

This form of alternate hemiplegia is usually 
due to a lesion in- the lower part of one lateral 
half of the pons Varolii (see 7, fig. 91). 

3. Paralysis of the arm and leg on the op- 
posite, and of the muscles supplied by the 
seventh (facial), and by the sixth (external 
rectus) nerve on the same side. 

This form of irregular or alternate hemiplegia 
is usually also due to a lesion in the lower part 
of one lateral half of the pons Varolii. 

4. Paralysis of the arm and leg, on the op- 
posite, and of the facial muscles on both sides. 



Fig. 92,--DIagram sbewing a lesion in the right half of the pons 
Varolii, causing: par.'ilysis of both sides of the face, and ol the arm and 
Jeg on the opposite left side. 

The letters /'*, A, point to the motor tracts for the left side of the 
face, arm, and leg, as they enter the right side of the pon.s Varolii (/-*) 
in btieir passage from the right hemisphere of the brain, (Compare with 
Fig. 90.) 

A lesion in the position of 8 (middle of the riglit side of the pons) may 
cause paralysis ol the opposite arm and leg, and of both sides of the 
face ( //« andy'/w), by intercepting the motor fibre.s proceeding to the 
left side of the face i /';«), before they have decussated, and those 
passing to the right side of the face {/m) after they have decussated. 


mitted to the Sick Children’s Hospital, where, 
in the course of a short time, she died. 

At the post mortem examination, a scrofulous 
tjijppipur was, I understand, found at the base of 
brain in the region of the left crus cerebri. 
Another scrofulous tumour was situated in the 
cerebellum; and there was also some tubercular 
meningitis. 

The case is of considerable interest, because 
of the very remarkable improvement which took 
place under treatment 

% Paralysis of the arm and log on the op- 


This form of alternate hemiplegia may be 
produced by a lesion in the pons Varolii, which 
implicates the fibres of the pyramidal tract for 
the arm and leg on the opposite side, and the 
fibres of the facial nerves on both sides, i.c., the 
fibres passing to one (the opposite) side of the 
face before their point of decussation, and the 
fibres of the facial nerve on the other (the same) 
side, after their decussation (See 8, fig. 92). 

6. Paralysis of the arm and leg, on the op- 
posite, and of the tongue on the same side as 
the le.sion. 






' < This form of alternate hemiplegia may be due 
to a tumour in one lateral half of the medulla 
oblongata, which involves the fibres for the arm 
and leg, on the opposite side, before (above), 
and the fibres of the hypoglossal, on the same 
side, after their decussation. 

It is obvious from the description which has 
just been given, that, by observing the exact 
distribution of the paralysis in the different 
varieties of alternate hemiplegia, very valuable 
information may in some cases be obtained as 
to the exact position of an intracranial tumour 
— granting, of course, that the lesion which pro- 
duces the hemiplegia is (shown by the other 
symptoms which are present to be) a tumour. 
The mere fact that there is alternate hemiplegia 
does not of course warrant a diagnosis of tum,our. 
The fact that an alternate hemiplegia is slowly 
and gradually developed is, however, very sug- 
gestive of tumour. 




II. — Optic Neuritis. 

Inflammation of the optic disc is a condition 
of the greatest diagnostic value, for its presence 
enables the physician in some cases to 
determine that the symptoms are due, not 
merely to functional disturbances, but to the 
presence of serious organic disease. As I have 
already pointed out, optic neuritis is a con- 
dition which does not depend upon the mere 
statements and sensations of the patient, but 
which is attended with distinct physical altera- 
tions which can be seen by the physician. 

The degree of change varies from slight 
cedema, which just obscures as a greyish haze, the 
normal sharp outline of the disc, and renders the 
vessels, more especially the arteries, somewhat 
indistinet as they pass over the edge of the disc, 
to the most intense inflammatory swelling, 
which completely obscures the outlines of the 
disc, involves the adjacent portions of the retina, 


especially the arteries. In well marked casesi ^ 
haemorrhagic extravasations are very often 
present both upon the swollen disc andf tlie 
surrounding retina. In consequence of the 
pressure to which they are subjected, the 
arteries are usually diminished in size, and the 
veins enlarged and tortuous. The disc often ^ 
has a mossy, velvety, striated, and in some 
cases, purplish-grey appearance. 

In consequence of the extension of the sweli- 
ing over the adjacent retina, the disc looks 
larger than normal. 

Optic neuritis may entirely subside, leaving 
vision not at all or but little affected — a result 
which is undoubtedly aided by energetic treat- 
ment (iodide of potassium in full doses and 
mercury), but in many cases, permanent damage 
to the optic nerve results ; and, when the neur- 
itis subsides, more or less atrophy, with more 
or less dimness of vision, remains. 

In old standing cases of well marked optic 
neuritis, vision is usually more or less affected ; 
and in some cases there is complete blindness. 
But it is of the utmost importance (both for 
the purposes of diagnosis, and also for the 
prevention of permanent blindness by a vigorous 
plan of treatment), to remember, that vision 
(both the acuity of vision and the extent of the 
visual fields for white and for colours) may be 
absolutely normal, even when the most marked 
double optic neuritis can be seen with the 
ophthalmoscope. 

One of the most striking cases of the kind 
which has come under my own observation was 
that of a man aged twenty-three, who was sent 
to me a short time ago by Dr Berry. The optic 
neuritis was double, and extremely well marked; 
it had been observed by Dr Berry for several 
weeks, before the case came under my obser- 
vation. The exact causation was obscure; the 
patient had apparently had an attack of irien- 
ingitis, characterised by headache, vomiting, 
and high temperature ; there was some double 
vision, but there were no symptoms which 
enabled me to positively* diagnose the presence 


completely hides the lamina cribrosa, and 
extensively covers up the blood vessels, more 


of an intracranial tumour — a condition which 
naturally suggested itself — and a guarded prog- 
nosis was given. The optic neuritis lasted 
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iiiiaiiy aft(^the paiienfc first came under 

; my notice, but ultimately completely disappeared 
under the contiuuedadmmistratioiiof largo doses 

iodide of potassium, and the patient has since 
been in every respect well. The acuity and field 
of vision, which were regularly examined, were 
Hiieyer in the least degree impaired; both at 
the height of the condition, and when the in- 
flammatory changes had completely disappeared, 
they remained absolutely normal. The patient 
had not had syphihs. 

I have reported several other cases of 
intracranial tumour, one of which is rej)re- 
sented in figs. 94 and 95, in which well marked 
double optic neuritis was associated with good 
or perfect central vision — a fact which was long 
ago insisted upon by Dr Hughlings Jackson, . 
and which is now widely recognised by all com- 
petent autliorities. 

Optic neuritis may be single or double. 
Unilateral optic neuritis is, in the great majority 
of cases, due to local disease in the affected eye 
or orbit, and comes under the notice of the sur- 
geon much more frequently than of the physician. 
One-sided optic neuritis is so rarely due to in- 
tracranial or general disease, that its presence 
is strongly suggestive of local disease in the 
cavity of the orbit, or at all events of a lesion 
of the trunk of the optic nerve in front of the 
chiasma. A tumour at the base of the brain 
growing from the margins of the orbital fissure 
or optic foramen, may, however, in its earlier 
stages implicate one optic nerve only, and pro- 
duce one-sided optic neuritis. In many of 
these cases, the optic nerve on the other side 
subsequently becomes affected, and the optic 
neuritis becomes double. In some rare cases of 
intracranial tumour in which the trunk of the 
optic nerve is not directly implicated, the neur- 
itis has been entirely confined to one eye, through- 
out the whole course of the case. Dr Hughlings 
Jackson thinks that in cases of this description, 
the disc on the opposite side to the brain lesion 
is more frequently affected than that on the 
same side; but whether this is more than a 
\iniere accidental coincidence, and whether it is 
a point of real importance is perhaps doubtful. 
^ of cases of intracranial tumour, 


in which the optic neuritis has been unilateral, 
is, in my opinion, too small to allow of any 
definite generalisation being made; 

In the vast majority of the cases of optic 
neuritis, which are associated with medical affec- 
tions, and which, therefore, come under the 
care of the physician, the condition is bilateral ; 
though it very frequently happens that the 
inflammatory changes are more marked in one 
eye than the other. 

The condition with which double optic neuritis 
is most frequently associated is undoubtedly 
an intracranial tumour, but it also occurs in 
connection with meningitis (especially basilar 
meningitis, in which it is common) ; abscess of 
the brain; the very rare condition, chronic 
diffuse cerebral atrophy or diffuse chronic cere- 
britis; Bright’s disease (more especially the 
cirrhotic form of kidney disease) ; lead poison- 
ing; idiopathic and other profound forms of 
amemia (chlorosis leucocythaiinia, etc.); sud- 
denly arrested menstruation ; sudden distension 
of the sheath of the nerve with blood, and pro- 
bably also (though much more rarely) with 
some other conditions. 

The exact manner in wliich some of these 
conditions produce optic neuritis is not always 
clear. In some cases, it is undoubtedly due to 
descending neuritis; in others, it appears to 
result, in part at least, from distension of the 
sheath of the nerve, with blood or other fluids, 
and from the inflammatory changes which result 
therefrom; in some cases, it is probably the 
result, as Leber and Deutschmann liave sug- 
gested, of irritating or infective particles being 
carried by means of the subarachnoid fluid from 
the cavity of the brain to the vaginal sheaths 
surrounding the nerve. I have elsewhere 
summed up my views as to the causjition of 
the double optic neuritis which is associated 
with intracranial tumour as follows : — " It 
must be allowed that in some cases it is due to 
a descending ” inflammation, but this does not 
appear to mo to be the usual or most common 
cause of the condition. The pressure-irritation 
theory is, in my opinion, the most likely 
explanation in the majority of cases. Increased 
intracranial pressure seems to me an important 
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though perhaps a secondary and favouring cause 
of the condition. The essential and primary 
cause is probably in many cases, as Leber and 
Deutschmann have suggested, the presence of 
an irritant in the cerebro-spinal fluid. But 
even if we accept the theory which has been 
advanced by Leber and Deutschmann, it must, 
I think, be allowed that increased intracranial 
pressure is an important factor in the produc- 
tion of the optic neuritis, which is associated 
with intracranial tumours. The increased pres- 
sure within the cranium forces the arachnoid 
fluid into the subvaginal space, with the result 
that the irritant contained in tlie subarachnoid 
fluid produces inflammatory changes in the 
vaginal space, optic nerve, and optic papilla. 
Before the Leber-Deutschmann theory can be 
definitely adopted, the presence of an irritant, 
and its exact nature, require, I think, further 
demonstration. The weight of evidence seems 
to me strongly opposed to the vaso-motor 
view.” 

The differential diagnosis of the cause of 
double optic neuritis (i.6., the exact condition 
with which the optic neuritis is associated) is 
often a difficult matter, and in many cases can 
only be determined by a judicial survey of all 
the symptoms, physical signs, and associated 
pathological conditions, together with an aceurate 
history of their duration, exact mode of origin, 
and progress, up to the time when the patient 
comes under the notice of the physician. It is 
impossible to attempt to discuss the matter 
here ; the reader who wishes further informa- 
tion on the point will find full details in my 
work on Intracranial Tumours (Chapter VII.). 

■■ ■ ^ I 

III. — The Teeatment of Typhoid Feveb. 

(Continued from 'page 263.) 

In a case of typljioid fever, the nurse has to 
attend to the following points : — 

In the first place, she has to see that the 
surroundings of the patient — ^more especially 


the temperature and ventilation of thei sick- 
room — are properly attended to. During the 
small hours of the liight, when the temperature 
falls, she must take care that the fire is kept 
good; for, as I have already pointed out, it is 
desirable that the temperature of the sick-room 
should, so far as possible, be maintained at a 
fixed point (at, or a little below, 60® Fahr.), 

In the second place, the nurse has to se® 
that the patient is supplied, at regular stated 
intervals, with a sufficient amount of satisfactory 
nourishment. In typhoid fever, the feeding 
of the patient constitutes one of the most 
important points in the management and treat- 
ment of the case. 

In the third place, the nurse must see that 
the medicine and stimulants, which are pre- 
scribed by the doctor, are administered to the 
patient at the proper times, and in the proper 
quantities. 

In the fourth place, she must see that the 
patient is kept clean, and that the evacuations, 
which in some bad cases of typhoid are dis- 
charged involuntarily, are not allowed to lie in 
contact with the patient. She must also see 
that the discharges from the bowels are disin- 
fected immediately they are evacuated, and 
that all soiled linen is immediately removed, 
and placed in some disinfecting fluid. The 
satisfactory disinfection of the intestinal evacua- 
tions, is a matter of great practical importance ; 
it is a point on which the safety of the other 
inmates of the house, and possibly of the other 
inhabitants of the town or district (in which 
the case is situated), may depend. It is un- 
necessary to say, that personal cleanliness on the 
part of the nurse herself, is for many reasons of 
the greatest importance. It is especially im- 
portant, so far as her own safety is concerned, 
that she should take care to keep her hands 
scrupulously clean, to wash and disinfect 
them every time they become in the least 
degree soiled by the evacuations of the patient. 
There can, in my opinion, be no question, 
that in many of the cases in which a nurse 
takes typhoid from a patient, the disease 
is communicated in consequence of some v 
particle of the intestinal evacuations being 
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allowed to remain on her hands, or about 
iier person. It is easy to see that the 
typhoid poison, which is contained in the 
matter evacuated from the intestine, may with- 
out difficulty find its' way from the hands 
of the nurse to her mouth, and so into the 
alimentary canal — the channel through which 
the poison is usually introduced into the 
sjstem. 

In the fifth place, the nurse should frequently 
examine the patient’s back, and take measures 
to guard against the production of a bed sore. 

In the sixth place, she must take the tem- 
perature at regular stated intervals, and keep 
a written record of the , progress and course of 
the case between the visits of the doctor. 

The nurse should mark down on a piece of 
paper, the amount and kind of food, and the 
amount and kind of stimulant which are ad- 
ministered, the exact time at which these 
articles are given being of course stated. 
Further, she should note the nature of the 
medicine which she gives to the patient, 
tlie dose, and the time at which it is admin- 
istered. She should also keep a record of 
the number of times the bowels are evacuated, 
and of the character of the evacuations. She 
must, of course, take the temperature at regular 
stated intervals, and record each observation on 
a chart. Lastly, she should note down any other 
points in connection witli the case which seem 
to her to be of importance. If, for example,, 
there is much cough; if the patient is very 
restless or delirious ; if he makes any special 
complaints ; if he becomes cold or collapsed, the 
fact should be noted down in writing. 

By the help of such a written record, the 
doctor gains much valuable information, not 
only as to the way in which the case is pro- 
gressing, but also as to the manner in which 
the nurse is carrying out her duties. 

In the seventh place, the nurse must see tliat 
the patient, while in a state of delirium, does not 
get out of bed, or attempt to go out of the 
room, or jump out of the window. 

Lastly, the nurse should be able to recognise 
the occurrence of any new or serious symptoms, 
and be prepared, should the patient seem sud- 


denly to be worse, to send off immediately for 
the doctor. 

It is essential during the early stages of the 
attack, when the patient is acutely conscious, 
complaining of violent headache, thirst, great 
restlessness, and general malaise and depres- 
sion, that the nurse should endeavour by every 
means in her power to relieve his sulleriugs, 
and to get him to take a hopeful and cheerful 
view of his condition. Again, after the acute 
stage of the disease is past, during tlie earlier 
stages of defervescence, when the delirium has 
passed off and the patient has again become 
conscious (if he was unconscious during the 
acute stage of the disease — and in severe cases 
there is usually more or less delirium and 
unconsciousness), it is very important that the 
nurse should be kind, attentive, and sym- 
pathetic. During the earlier periods of con- 
valescence, the patient is often in a very 
miserable and dejected coJidition — restless and 
acutely conscious of his feebleness and suffering. 

A thoroiiglily good and satisfactory nurse 
should consequently be an. active, intelligent, 
cheerful, well meaning and thoroughly sym- 
j^athetic woman, who takes a real i>ersonal 
interest in her patients. It is a very un- 
fortunate thing for the patient when ho gets a 
nurse who performs her duticis in a merely 
routine manner — because she has to do tlicm — 
and who takes no active and personal interest 
in his sufferings. 

A nurse who is required to take charge of a 
case of typhoid, should be possessed of a con- 
siderable amount of bodily strength ; at all 
events, she should not be a weak and delicate 
woman, for the strain and fatigue which 
nece.ssarily attend the nursing and manage- 
ment of a bad case are very considerable. When 
there are two nurses — one for the night and 
another for the day — (and as I have already 
pointed out, this is eminently desirable), a great 
deal of the strain is removed. 

It is essential, of course, that the nurse should 
be a sober woman. It may perliaps appeal- 
unnecessary to make this stipulation at the 
present day, when the character of our nurses, 
both in private and hospital practice, is so very 



?76 STUDIES m tUNICAl MEDICINE. 


different in this and many other respects from 
what it was a few years ago. But even now, 
it is necessary to keep one’s eyes open to the 
failings of nurses as regards alcohol. .A nurse 
is placed in a position of great delicacy 
and trust. If she is addicted to stimulants, she 
can easily gratify her wish. The stimulant is 
there, she has only to take it, there is no one to 
prevent her; she has every opportunity, should 
she feel inclined to do so, to take the stimulants 
which are ordered for the patient. It is very 
essential, therefore, that the medical man should 
keep his eyes open with regard to this point; and 
indeed, with regard to the whole way in which 
the nurse performs her duties. It is a good 
plan to take the nurse every now and again 
unawares — to vary from time to time the hour 
of one’s visit — ^to look in and see the patient 
every now and again when the nurse does not 
expect you. If you always make your visit at 
tlie same hour, a nurse who is careless and 
neglecting her duty between times, may have 
everything in apple-pie order when the doctor is 
expected ; at the time of your visit everything 
may be spick and span. It is only by varying the 
hour of the visit, and taking the nurse unawares, 
that we can see whether things are going on 
satisfactorily between times or not. It is im- 
portant, too, to remember that the physician 
should not be content with asking the nurse 
whether the patient is clean, whether the back 
is right, whether the bladder has been satis- 
factorily evacuated. At every visit the medical 
attendant should investigate all these points for 
himself. By visiting the patient when you are 
not expected, and by examining all these points 
for yourself (turning down the bedclothes, 
seeing that the patient is clean and dry, 
looking at the back, palpating and percussing 
the bladder, &c.), you very soon come to find 
out the sort of nurse you are dealing with — 
and what is quite as important, the nurse very 
soon comes to realise the sort of doctor stie is 
dealing with. A little unspoken, but very easily 
understood, explanation of this kind between 
the nurse and the doctor, is eminently advan- 
tageous to the welfare of the patient. 

As I have already pointed out, it is de- 


sirable that a nurse who is to take charge v 
of a case of typhoid fever shoidd have had > 
some previous experience of the disease ; it is 
very desirable that she should know exactly 
what to do, what to expect, and that she should ; 
be able to recognise any serious symptoms as 
soon as they arise, in order that she may im- 
mediately communicate with the doctor. ; r 

Provided that the nurse is a reliable, 
judicious, and thoroughly trustworthy person; 
it is desirable that she should have full 
charge of the sick-room, in the absence of the 
doctor. The friends and relatives of the patient 
must, of course, be made to understand that the 
nurse has, under the orders of the medical 
attendant, full direction of the patient; they 
must not be allowed to unduly interfere 
with her, or to dictate to her as to what 
is and what is not to be done. The nurse 
should have full charge of the sick-room in the 
absence of the doctor ; she is responsible to the 
doctor, and to him alone. 

Although the nurse should be (provided that 
she is a thoroughly reliable and capable person) 
in full charge of the sick-room, it is very 
desirable that some near relative of the patient 
should be every now and again in and out of 
tlie room, and should keep an eye on the 
way in which she is performing Iier duties. 

If the relatives have any suggestion, or any 
complaint to make, as to the nursing or as to 
the way in which the nurse is conducting 
lierself, they should make it to the doctor. 

It is his duty to investigate the matter, and to 
adjudicate upon it. 

It is, of course, very desirable that the nurse 
should understand, that she is merely the nurse 
and not the doctor. Some nurses are apt to 
think that they know quite as much as the 
doctor, and to assume duties which should 
only be assumed by the medical man. A 
clever and experienced nurse is very apt to 
think, that she knows more than a young doctor 
(and in some cases she is doubtless right), and 
to presume accordingly. It is very desirable 
that the medical man should from the first 
make the nurse clearly understand, by his whofev^^^ 
bearing, manner, and address, that he is this : ^ 
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; sne is the nurse and not the 

a nurse shows any tendency 
to or to interfere with matters which 

belong to the province of the doctors, she should 
be immediately and sharply pulled up. If the 
nurse is a really clever and able woman, as well 
as a good experienced nurse, she very soon 
appreciates the true character of the doctor. 
She very soon sees whether he is a man who 
is likely to be imposed upon, or to put up with 
any nonsense; and she takes care to regulate 
her conduct accordingly. 

With these preliminary remarks on tlie 
nursing of the patient, I now pass to consider 
the third point in the treatment of a case of 
typhoid, viz., the feeding of the patient, 

: The administration of a sufficient amount of 
suitable food is one of the most important — 
perhaps the most important — point in the 
management and treatment of a case of typhoid 
fever. 

In considering the feeding of a typhoid fever 
patient, it is essential to remember; — 

Firstly j That we are dealing witli a febrile 
disease of several weeks’ duration ; that the 
main object of our treatment is to tide the 
patient over the attack; and that one most 
important means of enabling the patient to 
battle with the disease, is to sustain his s^aength 
by the administration of a sufficient supply of 
nourishment. 

Secondly y That the local lesion consists in an 
inflamed and ulcerated condition of the intes- 
tine; and that it is essential to avoid giving 
anything (whether food or medicine) which is 
likely to increase the diarrhoea, and irritate the 
inflamed and ulcerated gut. 

In typhoid fever, as in all febi’ile and inllam- 
matory affections, liquid food should alone be 
given during the active stages of the attack. 
Milk should, of course, constitute the main 
article of food for a fever patient. Beef tea, 
chicken or veal broth, and egg whisked up with 
milk, or a little wine and milk, or some of the 
various extracts of meat, such as Valentine’s 
:beef juice, peptonised chicken jelly, «&c., may 
■ also be given. But milk and milk foods should 
^UiUdoubtedly be tliQ chief articles of the dietary. 


Unfortunately some people possess a peculiar 
idiosyncrasy, which renders them unable to toko 
and digest milk. For such cases, peptonised milk 
may be tried. Benger’s food is in many cases 
of this kind eminently serviceable. I may here 
say, that in many cases of typhoid — many of 
the cases in wliich there is no natural inability 
to take and digest milk — the peptonised milk 
is eminently beneficial. It not unfrequently 
happens, that if a typhoid fever patient is 
fed exclusively on milk, or if large quantities 
of milk are given to him, that he gets more 
milk than he can satisfactorily digest. The 
result is, that undigested curds pass into the 
intestine, irritate the inflamed and ulcerated 
gut, and increase the diarrhoea. Sir William 
Jenner has pointed out the danger of giving 
too much milk in typhoid, and has directed 
attention to tlie fact, that when the diarrhoea is 
excessive, the stools should be examined, with 
the object of determining whether undigested 
curds of milk are passing into the intestine, 
and so causing the diarrluea. Some persons 
do not like tlie taste of peptonised milk, but 
it is seldom that patients who ai'C suffering 
from typhoid fever object to it ; the tongue, it 
must be remembered, in typhoid is (at the 
height of the disease at all events) coated and 
dry; the sense of taste is much impaired; and 
most patients, so far as my experience enables 
me to judge, take the peptonised milk quite 
readily. 

If beef tea, chicken broth, veal broth, are 
given as substitutes for milk, or along with 
milk, in cases of typhoid fever, their ellect 
must be carefully watched. If they increase 
the diarrhma, they should be given in smaller 
quantity, or omitted altogether from the 
dietary. 

It is essential to rememb(ir, that although 
the appetite is usually completely lost in cases 
of typhoid, tlie imtient is very thirsty. He 
craves for water. Milk does not, as a rule, 
quench thirst. This craving on the part of th(i 
jiatient for water, is one of nature’s indications, 
which should be carefully attended to. In any 
long-continued febrile disease, the heated body 
requires water, hence the thirst. Water is 
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demanded by the overheated tissues. The 
administration of water to a fever patient 
helps, amongst other things, the action of the 
kidney, and favours the evacuation of urea and 
other excrementitious products, which, if re- 
tained in the blood, are apt, as we have seen, to 
exert a very deleterious effect upon the nerve 
centres. Water should therefore be freely 
given to fever patients, with the object of 
allaying thirst, supplying the demand of the 
over-heated tissues for fluid, and as a diuretic. 
A large quantity must not, of course, be given 
all at once, but the patient should be encouraged 
to take small quantities at frequent intervals. 
If the patient likes it, he may every now and 
again suck a 
small piece of 
ice. With the 
object of quench- 
ing thirst, a small 
quantity of acid 
may bo added to 
the water. Citric 
acid> or a little 
lemon juice, or a 
few drops of 
some mineral 
acid, such as hy- 
drochloric acid, 
may be given. 

In the earlier 
stages of the 
attack, when the 
headache is usually such a troublesome symp- 
tom, hydrobromic acid is, I believe, often 
beneficial, both as a nervine sedative and as a 
thirst quencher. 

During the course of a bad attack of typhoid, 
the mouth and tongue become very dry ; and 
the teeth and gums are apt to be covered with 
sores. This condition of the mouth is often a 
source of great discomfort to the patient. 
During the whole course of the disease, and 
especially during the later stages, when the 
dryness of the mouth is most marked, the 
nurse should attend to the condition of the 
mouth ; it may be washed out from time to time 
with a glycerine and water, claret and water 


(this I have found is often very grateful to the • 
patient), or with some weak antiseptic solution 
The next point in the treatment of typhoid 
fever to which I wish to refer, is the admini- 
stration of antipyretics; but as this question 
is of very great importance, and as its con- 
sideration will require a considerable amount 
of space, I must defer what I have to say 
about it until the next issue. 

(To he continued.) 


IV. — Case of Lakge Sakcomatous Tumour, 

PRESSING UPON THE MOTOR AREA OF THE 

Brain, and 
Causing Ex- 
tensive De- 
struction OF 
THE Nerve 
Tissue, in 

WHICH THERE 
WAS ABSOL- 
UTELY NO Par- 
alysis. 

M. D., set. 20, 
single, shop girl, 
was admitted to 
the Newcastle- 
on-Tyne Infir- 
mar y, o n S t h 
February 1877, 
complaining of headache, vomiting, and giddi- 
ness. 

Previous History , — ^When nine years of age 
she fell and hurt her head ; the injury was a 
severe one, and was followed by vomiting. 
With this exception, she has never been laid up 
until the present attack. It commenced three 
years ago with headache. Eight months ago, 
the headache got worse, and she vomited occa- 
sionally. Two months ago, she had to leave her 
situation. She states she has never had a fit, 
but that she has more than pnee tumbled oft* her 
chair when sitting, in consequence, she thinks, 
of giddiness. She has only menstruated once^ 
ami that was two years ago. She knows lio 



Fig. 93- — Diagi-ammatic outline of the surface of the right hemisphere of the 
brain in the case of M. D., showing the position of tlie lesion (the dark area to 
which the letter T points.) 

The letter /^'points to the frontal and the letter O to the occipital end of the 
brain ; R to the fissure of Rolando, and 6 * to the fissure of Sylvius ; T to the 
tumour. 
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caiise for her illness. There is no suspicion of 
syphilis^ 

The Family History is good. 

Fresent Condition . — She is a well-developed 
and well-nourished girl ; and, with the exception 
of a slightly coated tongue, is, as regards the 
circulatory, respiratory, alimentary, and urinary 
systems, perfectly healthy. 

She seems intelligent, but her friends say 
that she is very much quieter than she used to 
be. The face at times has a somewhat dusky, 
congested hue. The eyes are unusually promi- 
nent, but have always been so. The headache 


Speech is natural. There is no trace of paraly- 
sis. The temperature is normal. 

Diagnosis . — ^An intracranial tumour. This 
opinion was based on the headache, vomiting, 
and above all the optic neuritis. There were 
no localising symptoms ; the seat of the tumour, 
therefore, could not be defined. 

Treatment . — Full doses of iodide of potas- 
sium, and anodynes for the headache. 

Progress of the Case. — On 18/h and 19/A 
JanvMry, she vomited frequently, and the head- 
ache was intense. Croton cliloral, 10 grains 
three times daily, was prescribed. 
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Fic. 04.— Tlie outer surface of the right hemisphere of the brain in the case of M. (Large Sarcoma on the surface wnich had pro- 
duced extensive atrophy and destruction of the motor area), showing the tumour in situ. (Copied from a photograph, and somewhat 
reduced in size.) 

The letter A point.s to the outer surface of the dura mater over the centre of the tumour. 


is severe, and is worse at night ; the pain is re- 
ferred to the forehead and to the vertex. There 
is no tender spot on the surface of the cranium. 

Special Senses : Sight . — ^The pupils are equal 
and moderately dilated. Vision is so perfect 
that she can read with ease the smallest type, 
and yet the ophthalmoscope shows marked 
double optic neuritis. Hearing . — The skull 
sounds are not heard in the right eai’. Smell is 
imperfect in both nostrils, but this is probably 
only temporary, the result of iodism. Taste is 
perfect. 


On 28th January, she was very nnich easier ; 
indeed, she felt so well that she exinessed a 
wish to go home. 

On 5th February, there was some return of 
the headache, but she said it was nothing ; and 
that she felt quite able to go home the next 
day as she had arranged. 

On 5th Felmiary.~M 1.30 A.M. my clinical 
clerk, Mr Tait, was suddenly called to see her. 
lie found that she had just died in a convulsion. 

The Autopsy was made eleven hours after 
death. The head only was examined. The 
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scalp was natural The lower part of the right 
parietal bone, the inferior frontal sub-division 
of the right frontal bone, and the upper part of 
the squamous portion of the right temporal 
bone, were reduced to half their normal thick- 
ness. The dura was not adherent to the bone, 
but was firmly attached to the subjacent 
membranes in the right inferior frontal and 
inferior parietal areas. On removing the dura, 
a large tumour was seen to be situated in these 
regions. It seemed to spring from the com- 
mencement of the right Sylvian fissure, and 




3 inches, from above downward 3 
from without inwards inches, t 
The surface of the tumour, where it was 
unadherent to the dura, was of a i^dish - 
colour, and had a striated, granular appearance. 
It seemed to be made up of delicate fibre 
bundles. The margins of the tumour were 
very thin, and seemed to be gradually applying, 
themselves to and invading adjacent convoli^- 
tions. The section of the tumour was of a dark 
purple colour, granular in appearance, and 
soft and friable. After hardening in spirit it 



F;g, 95. — The outer surface of the right hemisphere of the brain in the case of M, D. (Large Sarcoma on the .surface which had pro- 
duced extensive atrophy and destruction of the motor area), showing the brain after the tumour was removed. Copied from a photograph, 
and somewhat reduced in size.) 

The letter B points to the extensive depression on the surface of the brain, into which the tumour filled. 


had destroyed the posterior half of the inferior 
frontal convolution, the lower half of the as- 
cending parietal convolution, the lower half of 
the ascending frontal convolution, and the 
outer half of the island of Eeil On the right side. 
It had also invaded the superficial surface of 
the posterior half of the middle frontal con- 
volution, the anterior part of the supra-margi- 
nal convolution, and the anterior part of the 
superior sphenoidal convolution. (See Figs. 93, 
94, and 95.) 

The tumour ineasured from before backwards 


was readily separated from the subjacent bri|t 
tissue, and was found to be surrounded byi& 
delicate fibrous capsule. Several large vessell 
passed intft qf^the tumour. On micros- 
copical exa/rn^^^mon, it^w^Ktfe^d to be a small 
spindle-celled sarcoma Tlm^Ba Bm^ was very 
Vioscular, but there were no ha3morr^^^’’’:,;The 
convolutions of the left hemisphere were iriqch 
flattened, and the sulci effaced, but with ^^is 
exception, those portions of the brain which 
were not directly invaded by the turnout, were 
quite healthy. 
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I. — Exophthalmic Goitre. 

Man; aged 43; labourer; Oct, 9, 1889, and 
Jan. 11, 1890. * 

Dr B, What do you complain of? 

Patient Palpitation and shortness of breath. 
Dr B, How long have you been ill? 

PaJtient About a year. 

Dr B, Have you ever had rheumatism ? 
Patient No. 

Dr B, Is there anything else the matter witli 
jou except the beating of the heart and the 
|ihortness of breath ? 

Patierd. I feel very weak, and I have no 
appetite. , 

Dr J5. Are your eyes more prominent than 
they used to be ? 

Pcdient I have not noticed that. 

Dr B. Is your neck swollen ? 

Patierd. I have not noticed. 

Dr B, Please let me see your neck. 

On examination, a well marked, though not 
great, enlargement of the thyroid was found 
^ present ; the eyes were markedly prominerd ; 

* The account of the case is made up of the remarks made 
at two Clinics, -.fk good deal of matter has also been added. 


the pidse numbered ISO-lJfi minute; the 
arms and body generally were affected toith a 
fine, rhythmiced, vibratory tremor ; the patient 
looked thin, ill, and nervous; and. the skin, more 
especially of the face, was of a dull, earthy, yellow^ 
colour 

Dr B, (to the Students,) The case is a very 
typical and characteristic one. The patient is 
sufffering from Exophthalmic Goitre or Graves* 
disease — Basedow*s disease as it is termed in 
Germany. 

Exophthalmic goitre is a very interesting 
affection — both clinically, because of the great 
diversity of the symptoms which it presents; 
and pathologically, because of the difficulty tliat 
there is in explaining the exact manner in 
which the symptoms are produced. Our know- 
ledge, both of the morbid anatomy and patho- 
logy, or the pathological physiology as I am in 
the habit of terming it, of Graves* disease is 
still very imperfect. 

Exophthalmic goitre is a disease which 
occurs, as you are aware, chielly in the female. 
Males are occasionally, but much less fre- 
quently, affected l)y it. Diilerent observers are 
not agreed as to the exact relative frequency 
with which the two sexes are affected; but 
probably it is not far from tlie truth to say, 
that the disease is four or five times more fre- 
quent in the female than in the male. 

The disease may occur at almost any age; 
but it is far more frequent during active 
sexual life tlian at any other period. The 
most common period for its development, if I 
may judge from my own experience, is, in 
women, between tlie Jiges of 15 and 30 ; and in 
men, between the ages of 30 and 45, Cases 
have, however, been observed in children. If I 
remember rightly, there is one case recorded in 
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which the patient was a child aged two and a 
half years ; and Charcot, in his Zep otis du Mardi, 
mentions a case in an old man of 68 years. 

The disease usually begins gradually, and 
lasts for a number of years; it is, in most 
cases, a chronic affection; cases have, how- 
ever, been recorded in which the symptoms of 
Graves’ disease have very rapidly manifested 
themselves after a sudden fright or profound 
emotional disturbance, and in which, after being 
present for a short time, they have rapidly dis- 
appeared. Cases of this kind are, however, 
quite exceptional. In the great majority of 
cases, the development is slow and gradual, and 
'the course chronic. 

The exciting cause of the condition seems in 
many cases to be a fright, profound emotional 
disturbance, grief, anxiety, or mental strain of 
some sort or another. Occasionally, the exhaus- 
tion produced by acute illness seems to be the 
exciting cause of the condition. In a few cases, 
there is a history of head injury. Anything 
which lowers the nerve tone, and produces 
exhaustion and debility, may probably, in per- 
sons who are predisposed. to be affected with 
exophthalmic goitre, act as an exciting cause of 
the condition. Many of the patients who are 
affected with exophthalmic goitre are ansemic ; 
and almost all observers are agreed that anaemia 
may play some part in the production of the 
condition. 

In some cases, it may, I think, be doubted 
whether the conditions, which I have just men- 
tioned as the common exciting causes, are the 
primary cause of the disease. It is probable, I 
think, that in some cases, at all events, in which 
a fright or emotional disturbance seems to have 
been the exciting cause of exophthalmic goitre, 
that the disease was already present, but in 
such a slight and modified form as to be un- 
noticed by the patient ; and that the fright or 
emotional disturbance did not actually produce, 
but only aggravated the symptoms and brought 
them into such prominence, as to make them 
distinctly perceptible to the patient.' At all 
events, we must, I think, allow that either the 
disease, or the tendency to the disease, ajready 
existed in a latent form, and that the fright. 


or other exciting cause, whatever it may hapjpe^ 
to have been, upset the balance of those' parts 
of the nervous system in which the lesion (or> 
perhaps, to speak more cautiously, the func- 
tional distiu*bance) which is the cause of ex- 
ophthalmic goitre is situated. 

The same question arises in connection with 
the etiology both of chorea and paralysis i 
agitans. In both of these diseases, a fright or 
other profound mental shock seems, not unfre- 
quently, to be the direct exciting cause of the 
condition. 

There can be no question that many of 
the subjects of exophthalmic goitre inherit a 
tendency to nerve disease. In a few cases, 
exophthalmic goitre appears to have been 
handed down as a direct inheritance from 
parent to child ; and cases have been reported 
in which several niembers of the same family 
have been affected. But such direct inheritance 
is extremely rare. In the great majority of 
cases, in which a patient who is affected with 
exophthalmic goitre inherits a tendency to 
nerve disease, the parents have been affected 
with some other form of nervous malady ; the 
mother, for example, may have been simply 
what we term nervous, or hysterical; or the 
father may have been a drunkard ; or the parents 
or some other near relative of the patient may 
have been insane, or epileptic. 

Exophthalmic goitre differs, of course, in this 
respect in no way from many other — most 
other — nervous affections. In the great majo- 
rity of cases in which nervous disease is 
inherited, the form which the disease takes in ^ 
the child is different from that which it had in 
the parent. The mother may be ‘‘ nervous^’ or 
hysterical, or the father may be peculiar” or a 
drunkard, while one of the children may be 
epileptic, another eccentric, a third weak- 
minded, a fourth actually an idiot, and so on ; 
or the mother may be '' nervous” or eccentric, 
her daughter hysterical, her grandchild insane 
or epileptic. 

It is very rarely indeed the case that the 
mothw or other near relative of a patient 
affected with exophthalmic goitre has also 
suffered from Graves’ disease, though it fre- ,, 
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happens that the persons affected with 
exophthalmic goitre inherit a marked neuro- 
pathic tendency. 

Bt B. {to the Fatienl), Can you blame any- 
thing as the cause of your illness ? 

PatieffU, No. 

Br B* You were not laid up with any illness 
before you began to suffer from the palpitation ? 

Putient No. 

^Br B, You have not had anything to upset 
you ? Any fright, worry, or anxiety ? 

Patient No. 

Bt B, Do you know if your parents were 
nervous people ? 

Patient, No ; I do not think so. 

; Bt B. The three great 

characteinstib"^^ disease or 

exophthalmic goitre are mSW(|||^equency of 
the heart’s action, enlargement oF&e thyroid, 

Table showing the series of sympto^, which may be present in cases of exophthalmic goitre 

or disease — {after Charcot), 

V'k-y‘.h\' 

f Increased frequency of-'Ji^rt’s action (asystole). 

3 Goitre. ' t:, 

") Exophthalmos. 

V Rythmical vibratory tri^^r. 


and prominence of the eyeballs. But these, as 
we shall presently see, are by no means all of the 
symptoms which are usually present. In a very 
considerable number of cases, a characteristic 
tremor, the special features of which I shall 
presently describe more in detail, is observed. 
Indeed, so constant is the tremor, that Charcot 
includes it, with the abnormal frequency of 
the heart’s action, the enlargement of the 
thyroid, and the prominence of the eyeballs, as 
one of the primary or fundamental symptoms 
of the disease. 

I append a Table, which is copied from 
Charcot, in which the many different symptoms, 
which may be present in cases of exophthalmic 
goitre, are enumerated and classified I will 
afterwards refer in detail to some of the more 
important of these symptoms : — 


Pkimaby 

or 

Cakdinal. 


/ 


Secondary. ( 


Digestive 

organs. 

Respiratory 

organs. 


Nervous 

system. 


Integumentary 

system. 

Urinary 


Oencrative 


\ General, 


•'■so ■ 

I Vomiting. 

< Bulimia; Sudden fits of hunger. 

( Jaundice. 

(Cough. 

(Increased frequency of respiration, 

{ Angina pectoris ; Neuralgia. 

Paralysis; Von Graefe's symptom; Peculiar form of paraplegia 
Difficulty of convergence (Mobius). 

Convulsions ; Epileptiform crises. 

Psychical modifications (emotional, &c.). 

[Vitiligo; Urticaria; Pigmentary patches. 

! Sweatings ; Sensations of heat, 

( Diminished electrical resistance. 

j Polyuria; Albuminuria. 

(Glycosuria. 

(Menstrual derangements. 

(Impotence. 

(Anaemia more or less profound — Cachexia — (Edema of the 
i lower extremities due to asystole. 

Ct 
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The great primary (fundamental) symptoms 
of exophthalmic goitre are, then, increased 
frequency of the heart’s action, enlargement of 
the thyroid, and prominence of the eyeballs; 
and to these Professor Charcot would add the 
characteristic tremor, to which I will presently 
refer. 

The appearance which a patient, who is 
affected with exophthalmic goitre, in its typical, 
classical, and fully developed form, presents, is 
highly characteristic. Graves’ disease is, in 
fact, one of the few diseases which (but only 
when it is typical and fully developed) one can 
recognise at a glance. The physiognomy of the 
patient is quite characteristic or pathognomonic 
of the condition. 

The remarkable prominence of the eyeballs, 
and the startled, staring, and in some cases 
almost savage appearance of the face, are very 
peculiar. 

These features, and the obvious enlargement of 
the thyroid, are admirably shown in the highly 
artistic, and, at the same time, absolutely 
truthful portrait of a patient who presented 
herself at the Clinic some three years ago. 
(See fig. 96, and note that the plate is errone- 
ously numbered 93 instead of 96.) 

It must not, however, be supposed that one 
can recognise all cases of exophthalmic goitre 
at a glance. It is by no means very uncommon 
to meet with cases in which there is no exoph- 
thalmos. Cases arc also sometimes met with 
in which there is no enlargement of the 
thyroid. The symptom which is constant, 
is increased frequency of the heart’s action. 
I shall presently describe in detail the exact 
characters of the cardiac derangement, and 
of the other fundamental symptoms of the 
disease. But before doing so, let me again 
emphasise the fact, that casq^ are by no means 
very uncommon in which the disease is de- 
veloped, as it were, in a fragmentary or im- 
perfect manner. I have myself met with a 
considerable number of these rudimentary 
a-typical formp of exophthalmic goitre (fruste, 
as the French writers term them). If I 
may judge from my own experience, these 
rudimentary cases of Graves’ disease are more 


common in men than in women. Men, 
every one knows, are much less frequeiitly 
affected with exophthalmic goitre than women ; 
and it would appear (at all events, so far as I 
am able to judge from my own experience) 
that when men do become affected with 
Graves’ disease, that the clinical picture is apt 
to be imperfect ; in men, some of the symp- 
toms, some of the primary symptoms which 
are usually seen in women — I allude mote 
especially to the prominence of the eyeballs 
and the enlargement of the thyroid — are apt 
to be wanting. It must not, however, be 
supposed that in men the disease is less severe, 
or less serious, than in women. In fact, the 
contrary is, in my experience, the case. In 
the male, the disease is, I think, as a rule — I 
speak of course generally — ^more severe than in 
the female. I can recall several well marked 
a-typical or rudimentary cases of exophthalmic 
goitre in males, which have come under my own 
observation. The first case of the kind which 
I clearly recognised — only, however, after its 
true nature had been pointed out by Sir 
William Jenner — was that of a gentleman 
whom I saw in consultation with my friend 
Dr Groom, some ten years ago. He was a dark 
skinned, very nervous man, of 45 or 50 years 
of age. His pulse was habitually very frequent, 
and he was not only nervous, but affected with 
a very distinct tremor, which I now know to be 
very suggestive of the disease. Neither Dr 
Groom nor I eould make up our minds as to the 
exact nature of the condition. Some little time 
after I saw the patient, he consulted Sir William 
Jenner, who diagnosed Graves’ disease. During 
the past ten years, I have seen several cases of 
the same kind — cases of rudimentary Graves’ 
disease in the male, — in which there was 
neitlier enlargement of the thyroid nor promi- 
nence of the eye-balls. One of these cases — 
the patient was a clergyman, under the care 
of Dr Millard— had been seen by Professqr 
Gharcot, who had given a written diagnosis of 
Graves’ disease. In France, it is, I believe^lw^ 
custom after a consultation to draw up a wyiltSh 
statement of the facts of the case, with the diag- 
nosis, prognosis, and treatment. This statements' 
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is signed by the medical men who see the patient. 
Such a method of procedure is not followed in 
this country; but I can conceive that its 
adoption would be eminently conducive to 
accuracy, and would prevent a great deal of 
loose statement. Another case of rudimentary 
Graves’ disease is at present under my observa- 
tion. He occasionally comes to the Clinic as 
an out-patient ; and I will take the opportunity 
(Jf bringing him at some future time under your 
observation. 

Let me repeat that in some cases of Graves’ 
disease, the primary symptoms, on account of 
which the name exophthalmic goitre has been 
given to it, may be wanting. In some cases, 
there is no exophthalmos; in others, there is 
no enlargement of the thyroid ; in others again, 
there is neither prominence of the eyeballs nor 
enlargement of the thyroid. Increased fre- 
(juency of the heart’s action is, however, always 
present. It is the symptom which is never 
(permanently) absent. Without increased fre- 
quency of the heart’s action, a diagnosis of 
Graves’ disease is (so far as we at present 
know) never justifiable. You must have the 
increased action of the heart, or you are unable 
to diagnose Graves’ disease. 

Let me now consider the individual symp- 
toms in more detail. 

I will first refer to the didiirbaTice of the heart 
and eireulation, since they are the most con- 
stant and, in most cases, the first symptoms 
which are developed. I have already statfed 
that a diagnosis of Graves’ disease is never 
warranted unless increased frequency of the 
heart’s action and of the pulse is present. 

In the great majority of cases of Graves’ 
disease, the frequency of the heart’s action is 
greatly above the normal. The pulse usually 
numbers 120, 130, or 160 in the minute. In 
some cases it is indeed much more frequent. I 
have in several instances noted a pulse of 180 
in the minute. Exceptionally the heart’s beats 
are not much accelerated. In some cases, the 
pulse only numbers 100, or even 90 in the 
minute. I refer, of course, to the frequency of 
the pulse where the disease is fully developed. 
At the beginning of the disease, and still more 


at the end, when the symptoms are subsiding, 
as they not unfrequently do in the course of 
time and as the results of treatment, the 
pulse may, of course, number only 90 or even 
less in the minute. It is very important to 
note, that diminished frequency of the pulse is 
the most certain sign of improvement which 
we possess. Vice versd a vciy quick pulse, and 
an increasingly quick pulse, is a bad sign. The 
behaviour of the pulse under treatment is our 
most important guide for prognosis. 

In cases of exophthalmic goitre, the increased 
frequency of the heart’s action is at times much 
more noticeable than at otliers. Naturally, as 
one might expect, the pulse frequency is much 
increased by any emotional disturbance or 
excitement. As in all nervous persons, the 
pulse frequency is often much increased when 
the patient comes before the doctor. Tliis 
point must, of course, be allowed for. The sub- 
jects of Graves’ disease are eminently nervous. 
The most striking fact in the disease is perhaps 
the exireme irritability of the hetirt. Tlio lieart 
seems to run loose; it would appear that its 
action is no longer restrained or reined in by 
the controlling .and inhibitory iuiluence of the 
vagus; the accelerating influence of the sym- 
pathetic lias the upper hand ; and conditions 
(irritations and stimuli, emotional or other), 
which produced little or no cflcct upon a normal 
heart, appear to lasli it into an altogether un- 
natural and furious activity. 

It is important, however, to note that in some 
cases of Graves’ disease, the increased frequency 
of the cardiac action is paroxysmal and intermit- 
tent. I have never seen a case of this kindmyself, 
but Charcot states that such cases do occur. 
Cases of this kind, more especially if there was 
neither enlargement of the thyroid nor promi- 
nence of the eyeballs, might naturally give rise 
to great difficulty in diagnosis. If the physician 
should happen tosee thecase during ana-frequent 
interval (i.c., at a time when the paroxysm of 
accelerated action, so to speak, is not present), 
a positive diagnosis could not (in the absence 
of exophthalmos and thyroid enlargement) be 
made. Such a difficulty in diagnosis is npt, 
however, likely to occur. It is, I fancy, more 
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theoretical than practical. In the vast majority 
of cases of exophthalmic goitre, the agitation 
and nervous excitement, which the patient feels 
under the examination of the physician, would, 
even if the pulse were at times slow, set the 
heart off at a gallop, and excite a paroxysm of 
increased frequency. 

Though the subjects of exophthalmic goitre 
usually complain of the increased frequency 
and undue irritability of the heart’s action, and 
often, too, of a feeling of throbbing or pulsation 
in the vessels of the neck and of the head, and 
in some cases of the body generally, they do not, 
as a rule, appear to suffer in the same degree, 
and to feel the same sensation of anxiety and 
dread, which patients who are suddenly attacked 
with a paroxysm of ordinaiy functional palpi- 
tation do. 

I have underlined the word suddenly, for 
the sudden, intermittent, unaccustomed, and 
paroxysmal character of an ordinary attack of 
palpitation seems to me to be a sufficient ex- 
planation of the very different character of the 
subjective sensations which the patient experi- 
ences in the two cases. I should fancy, if the 
heart of a healthy individual were suddenly 
made to beat in the way in which the heart 
of a patient with Graves’ disease is in the 
habit of beating, that the healthy individual 
would experience all the alarming symptoms 
which are usually associated with an ordinary 
attack of functional palpitation. In ex- 
ophthalmic goitre, the derangement of the 
heart is, as a rule, gradually and slowly de- 
veloped ; the increased frequency and the undue 
irritability of the heart’s action continue for 
months or years; they become, as it were, part 
and parcel of the individual. It is natural, 
therefore, to suppose that when a heart, whose 
action is habitually increased and unduly irri- 
table, becomes temporarily still more accelerated 
—accelerated to a degree which, in a normal . 
individual, would be attended with all the sub- 
jective sensations of a violent attack of palpi- 
tation — that; the subjective sensations, which 
attend an attack of ordinary palpitation, would 
be experienced in a very modified degree. 

The influence of habit is a very important 


influence in disease as well as in health. It 
is truly astonishing to note how nature, or 
rather the sensorium, after a time may come 
to ignore — to adapt itself, as it were, to new. 
and even most remarkable pathological 
ditions. Innumerable illustrations in support 
of this proposition might easily be given. I shall 
only mention one. Most medical men, knowings 
the risk of sudden death which aortic regurgikr^ 
tion may entail, would, it may safely be affirinpj, 
be very much disturbed if they were told all at 
once that they were the subjects of that disease. 
In a small proportion of cases, the dreadof sudden 
death would perhaps continue as an ever-present 
and ever-distressing factor in their future Kves ; 
but it may safely be affirmed that in the large 
majority of cases, although the cause (the aortic 
regurgitation) would continue,and the knowledge 
that the cause was incurable would continue, 
yet the dread of sudden death would, after a 
little time, be no longer entertained, though the 
probability of the occurrence of sudden death 
might still be clearly appreciated. . 

In exophthalmic goitre the heart’s action 
and the pulse are, as a rule, regular. In the 
later stages of the disease, and as the result of 
cardiac failure and dilatation, the heart’s action 
may become irregular or intermittent. . Irregu- 
larity of the pulse is sometimes present, 
though rarely, as the result of organic valvular 
disease. 

The chief characters of the pulse, the 
creased frequency, the regularity, the small 
volume, and tendency to dicrotism, wjjich are 
so frequently seen in cases of exophthahnic 
goitre, are well shown in fig. 97, was 

taken from the patient who is represented in 
fig. 96 (erroneously numbered 93). ^ ^ - 



Fig. 97.— Puke tracing Irom the 
case of exophthalmic goitre repre* 
seated in Fig. 96. 

It is a very important fact, that 
great majority of cases of exophthalmic gdike 
the heart is unaffected with organic diseSi^ 
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In the later stages of some cases, a certain 
amount of dilatation, or dilatation and hyper- 
trophy, may be present; but this is by no 
means always so. It not unfrequently happens 
that after death the heart is found to be little 
. if at all larger than normal. 

Jklore than one case has come under my own 
observation, in which, during the later stages of 
^e case, the heart was considerably enlarged, 
and very definite evidence both of mitral and 
tricuspid regurgitation was present. It is by 
no means very uncommon in the later stages to 
find oedema of the feet developed. 

In almost every well-marked case of exoph- 
, thalmic goitre, some shortness of breath on 
exertion, which is probably of cardiac origin, is 
complained of. 

When we examine the heart of a patient who 
is suffering from well marked exophthalmic 
goitre, we usually find that the area of visible 
impulse is increased ; and in many cases, an ab- 
normal degree of epigastric pulsation is present. 

The area of deep cardiac dlilness is not, as a 
rule, much, if at all, enlarged. 

The action of the heart is sharp and flapping 
in character; the first sound is usually short in 
duration and accentuated in tone. It is said 
that the cardiac sounds may in some cases be so 
much accentuated as to be auto-audible {ie,, 
heard at some distance from the patient, and 
without the aid of the stethoscope). A systolic 
murmur can very frequently be heard at the 
base, and in some cases in the mitral area. In 
many cases, these murmurs are doubtless 
haemic ; in some, they are perhaps due to the 
altered character of the cardiac contractions, 
and are independent of anaemia; in a few cases, 
y^ystolic mitral or tricuspid murmurs, the result 
• of cardiac (ventricular) dilatation, are present ; 
mitral and tricuspid incompetence are, however, 
comparatively rare, even in advanced cases. In 
elceptional cases, exophthalmic goitre is com- 
plicated with organic valvular lesions, the result 
of endocarditis. The subjects of Graves’ disease 
seem very rarely to be attacked with acute 
articular rheumatism. Only one well-marked 
case of this kind, has come under my own 
observation. In the case to which I refer, 


a girl, some sixteen or seventeen years of age, 
who presented all the typical symptoms of 
exophthalmic goitre, had a very severe attack 
of acute rheumatism, in which both endocarditis 
and pericarditis developed. 

Exaggerated pulsation in the vessels of the 
neck is a striking symptom in many cases of 
exophthalmic goitre; the pulsation may be 
"hammering” in character. Very distinct 
pulsation and thrill can usually be felt over 
the enlarged thyroid. The veins of the neck 
may be unduly prominent ; and in the advanced 
stages of some cases, pulsation in the veins of 
the neck can be observed. In one case of the 
kind, I satisfied myself that the venous pulsa- 
tion was due to tricuspid incompetence and not 
merely the result of communicated pulsation 
from the carotid artery. 

Blowing systolic murmurs can bo heard in 
the carotids, over the enlarged thyroid, and over 
the prominent eyeballs. In many cases, and 
this is only what we would of course expect 
from the frequency with which antumia i^ 
present, a well-marked venous hum is audible 
at the root of the neck. 

I have already mentioned the sensation of 
pulsation which the patient often feels in the 
vessels of the neck and head, and it may be of 
other parts of the body. Tinnitus, headache, 
and in less frequent cases vertigo may be com- 
plained of. 

The exact cause of the increased frequency 
of the heart’s action is a matter of disjlute. 
According to one view, it is the result of 
over-action (irritation) of the sympathetic ; 
and according to another, of under-action or 
diminished action (paralysis) of the vagus. 
The latter view seems to me the more probable. 
I shall return to the subject in discussing the 
pathology of the disease. 

The enlargement of the thyroid, which, in 
typical and fully developed cases of the disease, 
is a striking feature, may develop before, or 
after, or simultaneously with the exophthalmos. 
It is usually (probably always) developed later 
than the increased frequency of the heart, 
though it may be the first thing which attracts 
the attention of the patient. 
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In some cases, as I have already mentioned, 
the thyroid does not enlarge ; and in such cases 
exophthalmos is usually also wanting. 

, The enlargement of the thyroid is only 
moderate in degree. The gland does not attain 
a large size, as in ordinary goitre. The enlarge- 
ment, in the earlier stages at all events, is 
a soft enlargement, and is usually thought to be 
due to dilatation of the thyroidal vessels. I 
see, however, that this statement has recently 
been called in question. At a recent meeting 
of the Pathological Society of London (reported 
in the British Medical Jothvnal of January 25), 
Dr James Berry showed^a specimen of enlarged 
thyroid from a case of exophthalmic goitre, and 
directed attention to the fact that the thyroidal . 
arteries were of small size ; he further stated, 
that this and other facts show that the gland 
in’ this disease is not nearly so vascular as is 
often supposed. 

I have already directed attention to the fact 
that pulsation and thrills can be felt, and blow- 
ing murmurs heard over the enlarged and soft 
thyroid gland. Enlarged and dilated veins may 
sometimes be seen over the enlarged thyroid. 
(See fig. 96, erroneously numbered fig. 93.) 

In the later stages of the disease, the enlarged 
thyroid not unfrequently becomes harder; this 
is doubtless dne to hyperplastic changes in the 
gland tissue. 

All parts of the gland are as a rule enlarged ; 
but the enlargement may be more on one side 
than on the other. As a rule, the right lobe is 
more enlarged than the left. It has been 
suggested, that this is due to the fact, that 
the right vagus, which seems to have a more 
powerful inhibitory influence on the heart than 
the left vagus, is more affected in exophthalmic 
goitre than its fellow on the opposite side. 

A remarkable case has been reported and 
figured by Dr Burney Yeo, in which the exoph- 
thalmos was limited to the right eye, and in 
\^liich the right lobe of the thyroid was alone 
enlarged. 

1 The enlargejnent of the thyroid, like the pro- 
minence of the eyeballs, may undoubtedly vary 
from time to v;time; it may, I believe, in some 
cases be seen to increase slierhtlv during emo- 


tional excitement. Tliis and the soft character 
of the enlargement, together with the fact 
pulsation and thrills can be felt over it, seem td 
me to be strong arguments in favour of tlie: 
increased vascularity of the organ. 

The next symptom to which I wish parti- 
cularly to refer is the promin&Mie of thC] 
eyeballs. As I have already remarked, thS 
exophthalmos is usually developed simulta- 
neously with the enlargement of the thyroid, 
and later than the increased frequency ofe ; the 
heart. The degree of prominence varies con- 
siderably in different cases. In exceptional 
cases, there may be no exophthalmos. In the 
majority of typical cases, the prominence of the 
eyeballs is very noticeable. When the exoph- 
thalmos is great, and especially when the upper 
lid is at the same time spasmodically retracted, 
the countenance acquires a wild, staring look, 
which is well shown in fig. 96 (erroneously 
numbered 93 in the plate). The protrusion of ^ 
the eyeballs may be so great as to expose the in^ 
sertions of the recti muscles ; it has even beehi: 
stated that the exophthalmos may be so extreme 
that the eye becomes dislocated out of the 
orbit, and has to be pushed back into its 
place by the fingers. In rare cases, the exonM 
thalmos is unilateral. Dr Burney Yeo. 
recorded and figured a remarkable instance of 
this kind. The degree of prominence is un- 
doubtedly apt to vary from time to time. 
Under emotional excitement, the eyeballs may 
become more prominent. In. some cases, in 
which the exophthalmos appears to become 
greater under excitement, there ii in reality 
little difference in the degree of actual protru- 
sion; but the increase of the exophthalmos is 
apparent only, and due to the fact that under 
emotional excitement tlie upper lid becOm€||/; 
more retracted, and a larger portion of ’ the- 
sclerotic is exposed than under ordinary C(m^| 
ditions. . ^ 

It has been stated that the eyeball itself 
actually enlarged in some cases of GraVM 
disease ; but if such is the fact, the degree ot 
enlargement is certainly inconsiderable, 
some cases in which the exophthalmos is g^eat 
the lids are unable, when closed, to eomnletel^^ 
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coyer the ball Under such circumstances the 
eye may become inflamed, and conjunctivitis 
or ulceration of the cornea be produced. 
Dr George Berry states that a certain degree 
of anaesthesia of the cornea is found in some 
cases ; and he suggests that in cases of this 
kind there is probably a greater tendency to 
uiceration of the cornea' than in others. Anics- 
thesia of the cornea is consequently, he thinks, 
^a symptom which deserves special attention. 

In the great majority of cases of exoph- 
thalmic goitre (provided that the cornea is not 
ulcerated — ^and this condition is, as I have 
already stated, extremely rare) vision is un- 
affected. Pulsation in the retinal arteries can 
be seen with the ophthalmoscope in some cases, 
but the most constant alteration in the fundus 
seems to be dilatation of the retinal veins. 

The pupils are, as a rule, normal; it is 
certainly exceptional to meet with any marked 
degree of dilatation. This is a fact of great 
importance with regard to the pathology of 
Ithe disease; for if, as some authorities have 
supposed, the condition is due to irritation of 
the cervical sympathetic, dilatation of the i)upil 
ought to be present. In some cases, the pupils 
. are unequal as regards size ; but, as a rule, no 
marked difference is observed. 

Increase of the fat at the back of the orbit, 
and dilatation and engorgement of the vessels 
at the back of the orbit, are usually considered to 
be the chief causes of the exophthalmos. Spasm 
of the fibres of Muller’s muscle, is another Con- 
dition to which the prominence of the eyeballs 
has been attributed. 

Before leaving the condition of the eyeballs, 
I must not forget to refer to certain other 
ocular symptoms which may be present. In 
many cases of Graves’ disease, the upper eyelid 
tis spasmodically contracted, and the aperture 
between the eyelids is wider than normal. The 
Ippasmodic retraction of the upper lid, is apt in 
my experience to be increased under excite- 
fement ; J||||||^ well seen in fig. 96 (93). It is the 
IcombinatMi, of the exophthalmos with the 
^retraction of the lid^ which gives the counte- 
nance the staring, frightened appearance which 
i$ fo characteristic of the disease. The retrac- 


tion of the upper lid, which seems to be due to 
spasm of Muller’s muscle, goes by the name of 
Stellway’s sign. Spasmodic retraction of the 
lids, is supposed to be the cause of the absence 
of reflex blinking, which is observed in some 
cases of Graves’ disease. Possibly in some 
cases, in which the normal reflex blinking 
movements are more or less completely absent, 
anicsthesia of the cornea and conjunctiva is the 
cause of the condition (i.e., of tlie absence of 
blinking). Dr George Berry states, that “ this re - 
traction of the upper lid is not met with in other 
forms of exophthalmos, and is, tlierefore, a point 
of diagnostic importance, in tlie cases where 
the exophthalmos is confined to one side, or not 
accompanied in a marked degree by the other 
symptoms of Graves’ disease. It frequently,” 
he says, “ exists at a time when there is little or 
no protrusion of the eyes, and calls attention to 
the condition of the circulation and thyroid.”* 

I remember that I was very forcibly ini- 
pi'essed with a marked spasmodic and inter- ^ 
mitteat contraction of the upper eyelids in two 
cases which came under my observation a 
number of years ago. One was an out-patient at 
the Newcastle Inlirmary, the other came under 
luy notice at the Cowgate Dispensary in this 
city. Both patients were males, and both were 
suffering from symptoms indicative of mental 
derangement. In neither case was tlie thyroid 
enlarged, nor tlie eyeballs prominent. Pos- 
sibly th(jse patients were suffering from Graves* 
disease, in its rudimentary or imperfectly de- 
veloped forms. It is well known — Dr Savage « 
amongst other writers having published cases of 
this kind — that insanity and exoplithalmic goitre 
are sometimes associated. 

Another symptom whicli is present in some, 
though by no means in all, cases of exophthalmic 
goitre, was. first described by the celebrated Ger- 
man oculist Von Graefe; it is known as Von 
Graefe’s sign. It consists apparently in a want 
of co-ordinate action between the eyeball and the 
upper lid. If you stand in front of a healthy 
individual, and make him fix ” and follow your 
finger with his eye, as you move it slowly from 
above the horizontal lino of his vision downwards 
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towards the ground, you will see that, as his 
eye moves downwards in following the move- 
ment of your finger, the upper lid moves simul- 
taneously downwards with the ball. In health, 
the downward movement of the eyeball is 
accompanied by a simultaneous and exactly 
co-ordinated movement of the upper lid. Now, in 
some cases of Graves* disease, the upper lid fails 
to follow the eyeball downwards in this steady 
co-ordinate manner. The movement of the lid, 
as it were, hangs fire altogether, or follows the 
^downward movement of the eyeball in an un- 
certain and jerky manner. This symptom is very 
characteristic of exophthalmic goitre, though 
not absolutely pathognomonic of that condition. 
We recently had at the Clinic a patient who 
presented none 
of the other 
symptoms of ex- 
ophthaimi c 
goitre, in whom 
Von Graefe’s 
sign was present 
in a very marked 
degree. I will 
publish the brief 
notes of this case 
in the next 
nuinber of these 
Studies. 

I repeat, that 
Von Graefe*s 
symptom, viz., 
the non-descent of the upper lid (or, to speak 
more accurately, the non-simultaneous or inco- 
ordinate descent pf the upper lid), when the 
eyeball is made to travel from above downwards, 
is a highly characteristic sign of exophthalmic 
goitre. It is, however, by no means constantly 
present. 

Von Chraefds sign was well developed in the 
case which forms the text of these remarks, and 
was demonstrated to the students who were present 
at the Clinic, 

. In some cases of exophthalmic goitre, inability 
to converge for near objects has been noted. 
Ophthalmoplegia externa, or paralysis of all the 
external muscles of the eveball. has also been 


been described by Dr Bristowe. A certain; ‘ 
degree of weakness or paralysis of the .rec^i' , . 
muscles may, perhaps, be due to overstretching - T 
or fatty chang^( which are said not unfrequently ^ ■ 
to be present in exophthalmic goitre) ; but the 
presence of such a marked degree of pariedy^; 
as was present in Dr Bristowe’s case, is highiy>:^ 
suggestive of a central lesion, and affords corrd-"; ;, 
borative evidence that the lesion in cases of r 
exophthalmic goitre is situated in the nerve ; * 
centres (medulla oblongata) rather than in the 
gangliated cord of the cervical sympathetic. / 

A further symptom, which Oharcot includes 
under the primary or fundamental oharacter- 
istics of Graves* disease, is muscular tremor. 

This symptom 
has been more 
particularly^ 
studied by M. 
Marie, to whom 
and to the illus- 
trious Charcot • 
the profession is 
indebted for 
much of our re- 
cent knowledge , 
of the symptoma- 
tology of exoph- 
thalmic goitre. 
The characters of 
the tremor are 
peculiar. The 
tremor is due to fine, rhythmical, muscular move- 
ments which occur with great rapidity (8 or 9 per ; ; 
second). According to M. Marie and Professor 
Charcot, the rapidity of the muscular movements 
which produce the tremor of Graves* disease, / 
is nearly twice as great as in paralysis agitahs 
(in which the muscular contractions number 
4 or 5 per second). The tremor may, ai^d 
usually does, affect the muscles of the lower 
limbs and of the trunk, as well as the muscles. ^ 
of the upper extremities. In many , cases, the 
whole body can be |ejt to shake if the hand is 
placed upoli the toji^of the head or upon the ; 
shoulder. Charcot states that this peculiar 
muscular tremor may be one of the ; 



Fig. 98.— Puiac tracing from the case of exophthalmic goitre described in tlxe text, 
shewing the presence of the characteristic tremor. 



Fig. 99.— Tracing of the tremor, -taken at the wrist, from a case of exophthalmic goitre. 



Fig. 100. — Sphygmogram from a case of exophthalmic goitre, shewing the presence of 
the characteristic tremor. The regularity of the pulse curves is broken by the tremor. 
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s;^ptoms to be d6veloped; and that it is of 
gr^at diagnostic importance. In some of the 
imperfectly developed or rudimentary forms of 
the di^se, in which there is no enlargement 
of and no exophthalmos, but in 

there is a notable and permanent in- 
^j^ase ih the frequency of the pulse, the pre- 
sence of this characteristic, fine, quick, rhythmi- 
eaj tremor Confirms and greatly strengthens 
the diaj^osis. Charcot directs special atten- 
tion to the fact in Graves’ disease the 
individual digits do not tremble. In this re- 
spect, the tremor of exophthalmic goitre differs 
from alcoholic tremor and from the tremor of 
pro^essive general paralysis ; in both of these 
affections, the tremor, as in Graves’ disease, is 
a very rapid tremor (8 or 9 per second). 

Since I became acquainted with the observa- 
tions of M. Marie and Professor Charcot, I 
have directed especial attention to the pre- 
sence of this characteristic tremor in cases of 
exophthalmic goitre. My own observations 
are not sufficiently numerous to allow me to 
generalise upon the matter ; but so far as they 
go, they are entirely in accord with Professor 
Charcot’s views. In three out of four cases of 
exophthalmic goitre, which I have had the 
opportunity of observing, in hospital or private 
practice, during tlie past year, the character- 
istic tremor was pi’csent. In the case which 
forms the text of these remarks, the peculiar 
tremor was very noticeable. Its characteristic 
features could be well studied by means of the | 
sphygmograph. I append two tracings from ^ 
thi^ case. Pig. 98 is a pulse tracing, in which 
the regularity of the pulse wave is seen to be 
broken by the tremor. Fig. 99 is a tracing 
taken from the fore-arm, the bottom of the 
sphygmograph being placed over the centre of 
the wrist*; in it .the exact characters of the 
aphythmical tremor (irrespective of the pulse 
waves which are shown on the previous tracing, I 
Kg. 98; are well shown. I also add a pulse 
tracing (Fig. 100) taken from another case of 
Graves’ disease (in which there was neither 
e)BLtogenient of the thyroid nor prominence of 
in wliich a combined tracing of the 
pulse curve and the tremor is shown. 


In the next number of these Studm^ l. will 
direct attention to some of the other symptoms 
which may.be present in exophthalmic goitre; 
and will consider the diagnosis, j)roguosis, and 
treatment. 


(•I 


II.— Case Illustrative of the Differential 
Diagnosis of Hysteria and Cerebral Tu- 
mour; Suspected Vicarious Menstrua- 
tion. 

Girl ; age 25 ; unmarried. 

Dr B. ( to the Students), Dr Wliitiiig tells me, 
Gentlemen, that this patient is suffering from 
symptoms which suggest the possibility of an 
intracranial tumour. Before* coming into the 
Clinic, I have examined the optic discs. The 
fundus is perfectly normal. I do not know the 
nature of her symptoms, for I have not as yet 
asked her any questions. I see, however, she 
brings a note from lier doctor. 

(Dr Bramwell here road the note.) 

The doctor’s letter gives a very clear account 
of the case. ("Certain parts of tlie letter, which 
is quoted in full below, were then read to the 
students in the presence of the patient and her 
mother, who accompanied her.) 

The letter is as follows : — “ A. B. ; age ^5, 
complains of headache, and cramps in the 
hands and feet. She has been affected witli 
headache for nearly a year ; at first, the pain 
was chiefly felt over the left eye; for two 
months, it has affected the back of the head on 
the right side. The headache is always worse 
at night, and is accompanied with cramps in 
the hands and feet — the right hand is most 
affected. In the attacks, the hands are clenched 
and pronate. In the feet, the flexor muscles 
are chiefly affected. During' the attacks of 
pain, she has an inclination to vomit, but 
nothing comes up. I have never seen her at 
night, when the attacks come on, as she lives 
some distance from me in the country. The 
house she lives in is old and very damp. Ten 



STUDJES IN CLINICAL MEDICINE^ 


or eleven years ago, when she was about 
fourteen years of age, I had considerable trouble 
with her. She became melancholy, after the 
death of two sisters' or brothers from scarlet 
fever. At that time she had great difficulty in 
swallowing, because of a spasm in the throat. 
We had great difficulty in feeding her. In fact, 
she almost developed into a fasting girl. Her 
mother says .that the spasm in the throat still 
affects her when the pain is bad. She had 
commenced to menstruate before her illness 
of eleven years ago began. The menstrua- 
tion ceased during the illness. Her mother 
states that when she was getting better she 
used to vomit blood monthly (? vicarious men- 
struation). I am no great hand at the oph- 
thalmoscope, but I don’t think there is any 
optic neuritis. Her urine has a sp. gr. of 
1030; it contains urates. She had been treated 
chiefly with tonics, iron, quinine, strychnine, 
etc. She follows the occupation of a^ dress- 
maker, but has not been able to do much for 
some time. Her mother and brother, who 
accompany her, will be able to give you more 
detailed information. I hope you will find the 
case of some interest for your Clinic.” 

Dr B, {to the, Patient), Is the headache very 
severe ? 

Patient's Mother, Yes, it is very bad. 

Dr B, She has never vomited ? 

Patient's Mother, No, but she feels sick. 

Dr B, Does the pain come on at any particular 
time ? 

Patient's Mother. Yes, in the evening. It 
usually comes on about six o’clock. 

Dr B, How long does it last ? 

Patient's Mother, Till four in the morning. 
It is very bad from six to eight o’clock. After 
that it is not so severe. 

Dr B, You say she has a choky feeling in the 
throat during the attacks of pain ? 

Patient's Mother, Yes. 

Dr B. What are the spasms like ? 

Patient's Mother {clenching the fists, and ex- 
tending andf pronating the forearms). The hands 
are stretched out like this. 

Dr B. The right hand is more affected than 
the left ? 


Patient's Mother, 

Dr B, Are both feet affected ? 

Patient's Mother, Yes. r, • ; 

Dr B, Does she stiffen and arch heir back in 
the attacks? i i 

Patient's Mother. Yes, the back is quite stiff 
Dr B, Does she bend or arch her back, back- 
wards ? 

Patient's Mother, She makes her back sti^t 
Dr B, Does she roll her head from side to 
side, and throw her arms about in the attack ? 
Patient's Mother, Yes. 

Dr B, Does she ever burst out crying or 
laughing during the attacks ? 

Patient's Mother, Not much. 

Dr B, Did she ever do so during her former 
illness ? 

Patient's Mother, Yes. ^ 

Dr B. Has she ever had a fit ? 

Patient's Mother, No. 

Dr B. Does she ever make a large quantity 
of water after the attacks ? 

Patient's Mother, I have not observed that. 
Dr B, Is she ever unconscious during the 
attacks ? 

Patient's Mother. No. 

Dr B. Does she complain of anything else ? 
Patient's Mother, No. 

Dr B. She is a very nervous girl ? 

Patient's Mother. Yes. 

Dr B. Before theselieadaches and spasms com- 
menced, had she anything to upset her or 
disturb her ? 

Patient's Mother. No. 

Dr B, Is her appetite good ? 

Patient's Mother. Yes. 
jDr jB. And her digestion ? 

Patient's Mother. Yes. 

Dr B. Are her bowels quite right ? " 

Patient's Mother. Yes. 

Dr B. Is she now quite regular ? 

Patient's Mother. Yes. 

Dr B. You say that she used to vomit blood, 
when she was ill some years ago ? 

Patient's Mother. Yes. % 

Dr B. And you think that vomiting of blbdd 
took the place of the monthly flow ? 

Patient's Mother. Yes, I thought so. 
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pr R How many times did she vomit blood ? 
PatuWs Mother. Three or four times — she 


coughed it up. 

What was the greatest quantity of 
"blood that she brought up at any one time ? 

PatienSs Mother. About a table spoonful and 
a half. 

' Br B. Was it light or dark ? 

^P^tienfs Mother. Dark. 

Br B. Were there any clots in it ? 

Patient's Mother. Yes. 

Br B. What was the size of the clots ? What 
was the size of the biggest clot ? 

Patient's Mother. The size of a marble. 

Br B. How long did she continue to cough 
up blood at a time ? 

Patient's Mother. Two days. 

Br B. And that occurred tliree or four times ? 

Patient's Mother. Yes. 

Br B. Eegularly every month ? 

Patient's Mother. Yes. 

Br B. You are quite satisfied that the blood 
occurred regularly every month, wlicn she 
ought to have been menstruating ? 

Patient's Mother. I thought so. 

Br B. Was she troubled with any ptomacli 
symptoms or cough when she was bringing up 
the blood ? Had slie any indigestion or pain in 
the stomach after eating ? 

Patient's Mother. No. 

Br B. Did you see the blood come up ? 

Patient's Mother. Yes. 

Br B. What time of the day used it to come 
up ? 

Patient's Mother. Usually about twelve or one 
o’clock. 

Br B. When she was in the room beside you ? 

Patient's Mother. Yes, she used to .be sitting 
beside me. 

Br B. Did she ever bring up any blood after 
she became regular again ? 

Patient's Mother. No. 

Br B. When she became regular, the vomit- 
ing of blood ceased ? 

Patient's Mother. Yes. 

^ she make a complaint before the 

-. blood came up ? . 

/ P^ient's Mother, No. 


m 

Br B. (to the Students). There is a popular 
notion both amongst the laity and the pro- 
fession that vicarious menstruation does occur. 
I must confess that I share that impression. I 
have certainly from time to time met with 
cases which have seemed to me to be cases of 
vicarious menstruation. In this case, the facts 
which we have just elicited seem to lend sup- 
port to that view. From what the patient’s 
mother lias just told us, I should be inclined 
to think that this is a case of vicarious men- 
struation. I see nothing impossible in the 
occurrence of vicarious menstruation. It is 
certainly the fact that hiemorrhage may occur 
into the fundus oculi in cases of amenorrhoea ; 
perhaps, however^ it is due to the anaemia 
with which amenorrhoea is often associated; 
and if heemorrhage may occur into the retina, I 
see no reason why haiinoptysis and other forms 
of external haemorrhage may not occur, and take 
the place as it were of the normal menstrual 
How. Some authorities doubt the occurrence of 
vicarious menstruation. Dr Wilks disputes, if I 
remember rightly, the occurrence of vicarious 
menstruation. He has, 1 think, stated that there 
isnocase on record, which clearly and unmistakc- 
ably proves the occurrence of vicarious men- 
struation. 

Cases of supposed menstruatiou very fre- 
quently occur in hysterical cases ; and hysteri- 
cal patients are often, as we know, very 
deceitful. It is necessary to guard therefqre 
against the possibility of deception, and to be 
quite sure that the blood is actually coughed 
up, or vomited, or discharged in a natural 
manner. In this case, there seems to be no 
doubt, from the statement of the mother which 
you have just heard, that the blood was brought 
up in a natural (not artificial) manner. There is 
no reason to suppose that it was artificially 
evacuated. 

To clearly establish the occurrence of vicari- 
ous menstruation, it is necessary that the case 
should fulfil certain rigid conditions. •In the 
Jirst i^lace, the patient should have been pre- 
viously regular. In the second place, with the 
arrest of the normal menstrual flow, blood 
should be actually, and so to speak naturally(not 
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artificially), discharged from some other surface 
than the interior of the uterus, regularly every 
month, and should J:ake the place of the men- 
strual flow. The vicarious discharge should occijr 
regularly every month instead of menstruation, 
and should not occur at any other time except 
when the menstruation ought to have been 
present. In the third place, when the normal 
menstrual flow is again established, the ab- 
normal or vicarious discharge of blood should 
cease, and should not again return unless the 
menstruation is again arrested. And in the 
fourth place, the patient should not, previous to 
the arrest of menstruation, have ever suffered 
from a discharge of blood such as the vicarious 
menstruation consists of. If, for instance, the 
vicarious discharge of blood is from the lungs, 
the patient should never have previously been 
affected with haemoptysis. 

In order to clearly and definitely establish 
the occurrence of vicarious menstruation, the 
case must fulfil these conditions. These require- 
ments are rigid. I do not say that no case is a 
case of vicarious menstruation which does not 
fulfil these conditions. That is a very different 
proposition. If, as I believe, vicarious men- 
struation does occur, it is only reasonable to 
suppose that many cases — the great majority 
of cases — ^will not fulfil the rigid conditions 
which are required for actual and scientific proof 
of the condition. But, if there is such a thing 
as vicarious menstruation, some cases ought to 
be met with which do fulfil these conditions. 

Dr jB. {to the Patient's Mother), You say that 
your daughter began to menstruate, and for a 
time menstruated regularly before her illness 
eleven years ago ? 

Patient's Mother, Yes. 

Dr R And that when she became ill she 
ceased to menstruate ? 

Patierd's Mother, Yes, for two years. 

Dr B, During the time that she was ill, she 
^spat or vomited blood on three or four occa- 
sions, ajid at monthly intervals; and you are 
under the iiioipression that these vomitings of 
blood took the place of the menstrual dis- 
charge ? 

" Patient's Mother. Yes ; it was when she was 


getting better frpni the iUi^^ 
of blood took place. 

I Dr B, After she again became regular, the 
vomiting or spitting of blood ceased, and she 
has never since vomited nor spat blood ? 

Patient's Mother, No. 

Dr B, Did she ever vomit or spit bloo(J before 
the three or four occasions on which the 
charges of blood from the moutli, which y6>u 
have told us of, occurred ? J , = 

Patient's Mother. While, she was iU there was 
a discharge of blood for about a year from the 
mouth. I thought it came from the gums. 

Dr B, (to the Students), That statement puts 
the case on an altogether different basis. It 
throws grave doubt upon the vicarious men- 
struation theory. The case obviously does not« 
fulfil the rigid requirements which I have laid 
down as necessary for proving to demonstration 
that it is a case of vicarious menstruation. You 
have just heard that, for about a year before 
the supposed vicarious menstruation occurred, 
there was a discharge of blood from the mouth, 
perhaps from the gums. 

Dr B. (to the Patient's Mother). Did the dis- 
charge from the gums go on continuously, or did 
it, like the three or four vomitings or spittings 
of blood, which you have told us of, occur at 
monthly intervals ? 

Patierd's Mother. It did not occur at monthly 
intervals ; it went on every now and again for 
a year. 

Dr B. More or less continuously for a year ? 

Patient's Mother, Yes. 

Dr B, ( to the Students), I am afraid, after ithat 
statement, that we can hardly consider the case 
as an undoubted case of vicarious menstruation. 
It may have been so. But there is no soienUfte, 
proof that it was so. The evidence ia npt 
sufficient to warrant the conclusion that it is a; , 
case’ of vicarious menstruation. - . . 

Dr B. {to the Patient's Mother). Please; taka 
your daughter into the next room. She will 
be further examined, and you will be then told 
what to do. \ 

Dr B. (to the Students), This girl has suffere^-j i 
from headache for several months ; the 
of headache seem to come on almost every; d|ty 
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at the same time; when the headache is veiry 
severe, she has spasmodic attacks ; the character 
of the spasms seems clearly to be hysterical 
rather than epileptiform ; the spasms do not 
^resemble the localised spasmodic movements of 
jracksoixian epilepsy. In some cases of tumour 
of the cerebellum, tonic spasms are met with ; 
but, so far as I see, there are no facts in this 
case to wari;ant a diagnosis of tumour; and 
thfere are many facts suggestive of hysteria. 
The character of the spasms, the clenching of 
the hands, the pronation and extension of the 
arms, the rigidity of the back, and the rolling 
about-of the head, are all suggestive of hysteria. 
Then the patient feels a choking sensation. 
Tlie globus hystericus is a very suggestive 
symptom. There is no optic neuritis. That is 
a. fact of the greatest diagnostic value. The 
diagnosis of hysteria is confirmed by the pre- 
vious history. The severe illness which the 
patient had, ten or eleven years ago, was ob- 
viously hysteria. 

The differential diagnosis of hysteria and 
cerebral tumour is sometimes a very difficult 
matter. Dr Hughes Bennett has recorded a 
very remarkable case, in which a patient, who 
presented very marked symptoms of hysteria 
and who had no definite symptoms of organic 
disease, died from what was proved by post- 
mortem examination to be a cerebral tumour. 
I have myself met with cases in which there 
was the greatest difficulty in diagnosis. 

It is of the greatest importance to remember 
that the mere presence of hysterical symptoms 
does not justify a diagnosis of hysteria — of 
mere hysteria, of hysteria only. Before you 
can diagnose mere hysteria, you must satisfy 
yourself that there is no organic disease. 

Hysteria is a very common condition. In 
some women, hysterical symptoms are very 
easily produced by anything which lowers the 
nerve tone, the nervous control. A cerebral 
tumour, or any other organic nerve disease, may 
consequently be the cause of the hysteria. It 
is very important to remember this in practice. 
One should be cautious in committing oneself 
^ a di^nosis of mere hysteria. A diagnosis 
Of m^te hysteria should never be given unless 


you havO failed, after an exhaustive and care* 
ful examination, to exclude organic disease. 
Cases are every now and again met with in 
which it is very difficult or Impossible to come 
to a positive conclusion between hysteria and 
cerebral tumour. Fortunately such cases are 
rare. A careful observer can, in the vast 
majority of cases, come to a definite opinion on 
the point. It is a matter of the greatest 
practical importance that a definite opinion 
should be arrived at. As I am in the habit of 
repeatedly telling you, it is difficult or im- 
possible to cure a patient of hysteria so long as 
you are in doubt as to the true nature of 
the symptoms. The fundamental requirement 
for the successful treatment of hysteria, is to 
impress the patient with the belief that she will 
get better, that there is no organic disease, that 
you can and will cure her. Hysterical patients 
are usually very sharp. They very soon see if 
you are in doubt as to your diagnosis. If they 
think you have any doubt as to the nature of 
the disease, they will almost certainly conclude 
that they are sulforing from some serious aliment. 
Such a conclusion will almost certainly retard 
or prevent recovery. In order to cure them, 
you must impress them with the belief that you 
can and loill cure them. 

In this parlicular case, the diagnosis is, I 
think, sufficiently clear to warrant a definite 
opinion. I will assure the patient that there 
is no serious disease, and that there is no 
reason why she should not soon get well. We 
will give her a prescription for some liydrobromic 
acid and gentian. In many cases of hysteria, 
the exact nature of the drug which you give is 
a matter of secondary moment. What you 
want to do is, to impress the patient with the 
belief that the medicine will do her good, and 
that she must take the medicine regularly ; and 
that if she does take it regularly, she will find 
that it will do her good. Each dose of the medi- 
cine, even if it is merely coloured water — pro- 
vided only that she takes it with the firm belief 
that it is something which will do her good — 
recalls to her remembrance the favourable 
opinion which you have impressed uj)on her. On 
some future occasion, I shall refer in more detail 
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to this very important subject— the subject of 
mental therapeutics, as I term it. Time does 
not allow me to go into further details now. 
In addition to the medicine, we will advise the 
application of repeated blisters over the back of 
the head, where she feels the chief pain. If 
these measures do not succeed, the Weir Mit- 
chell plan of treatment — isolation, massage, 
electricity, and feeding — would probably be 
curative. Isolation and the faradic current are 
most valuable remedies in the treatment of 
many cases of hysteria.* ** 


III. — ^The Process of Compensation in connec- 
tion WITH Destuctivb Lesions op the 
Motor Centres in the Brain. 

In the case of destructive lesions of the cerebral 
motor centres, the result (that is, whether com- 
pensation will or will not take place) seems to 
depend largely upon the fact whether the 
movements, which are represented in the centre 
which is destroyed, are in the habit of being 
performed bilaterally or unilaterally. 

The movements of the two eyes, of the two 
sides of the face, chest, and trunk are, for the 
most part, performed in concert. We laugh, 
for example, with both sides of our faces, and 
although some persons are able, by means of a 
voluntary effort, to put each individual muscle 
of expression into separate and independent 
action, for most of us this is impossible without 
long practice. Some people even find it difii- 
cult to wink with one eye alone. 

In short, there is reason to suppose that, in 
the human subject, those muscles on the two 
sides of the body, which are in the habit of 
acting in true association or concert, may be 

* Some additional remarks were made on the subject of 

** fasting girls.” Want of space necessitates their omission 
from the »eppi*t. 


thrown into action from eithoi; hemisphoi^ 
Further information iSj however, 
fore this supposition can be definiteljr accOp|^ 
Horsley and Beevor, in some recent exporhnlni^ 
on the lower animals (dogs, monkeys, &c.)( w'efl^ 
unable to produce bilateral movements by 
stimulating any particular cortical centre on 
one side of the motor area of the brain. . 

Possibly this associated bilateral action, if 
it actually exists, is effected, as Broadbent l&s 
ingeniously theorised, by means of commissural 
fibres connecting the nerve cells of the trophic 
nerve nuclei in the pons VarOlii, medulla ob- 
longata, and spinal cord. (See Fig. 101.)* But 
be that as it may, there seems to be sufficient 
grounds for supposing that when a cortical 
centre, which innervates muscles, which are in 
the habit of acting in concert with corresponding 
muscles on the opposite side of the body, is 
destroyed, compensation is effected and per- 



Fig. ioi.— Diagram illastrative of the manner in which par- 
alysis is cumpensated in the case of muscles which are in the 
habit of acting in association. The letter B points to the right, 
and B' to the left, cerebral hemisphere ; u and «' to the nerve 
nuclei in the spinal cord, for the muscles m and w', which are 
in the habit of acting together. A lesion, in the position of x, 
will arrest the motor nerve force, passing down from B to w' 
through ft ' ; and will therefore cause paralysis of w'* Compen- 
sation is effected, and the paralysis recovered from by the motor 
ner\'e force from B', passing through n and n* to as shewn 
by the arrow. 

manent paralysis prevented by the function of 
the destroyed centre being taken up’ and carried 
on by the corresponding centre in the opposite 
hemisphere of the brain. 
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1. — The Process of Compensation in connec- 
tion WITH Destructive Lesions of the 
Motor Centres in the Brain. 

(Continued from page 296.) 

In the human subject, the more highly 
specialised movements, on the other hand, 
seem, so far as we at present know, to be 
represented only in one — the opposite — cere- 
bral hemisphere. If this is so, we should 
expect that complete destruction of a cor- 
tical centre, say, for the muscles of the forearm 
and hand, would be followed by permanent 
paralysis; and that such is actually the case 
seems proved by the experiments of Ferrier, 
Horsley and Schafer, in the monkey, and by 
the results of disease (destroying lesions) in the 
human subject. In those cases, for example, 
in which hemiplegia results from a lesion in 
iiBxlj life, though the leg regains a considerable 


amount of power — indeed, in some cases, almost 
completely recovers, the muscles of the hand 
and forearm may, and often do, remain markedly 
paralysed. Such cases seem to prove conclu- 
sively that the motor centres for the muscles 
of the hand and forearm of one side are only 
represented in one, the opposite, hemisphere ; 
and that when the muscles concerned in the 
production of tlie highly specialised movements 
of the hand are paralysed, compensation cannot 
be effected by the corresponding centre on the 
opposite side of the brain taking up and carry- 
ing on the function of tliat which is destroyed. 

Cases are occasionally met with which seem 
at first sight, at all events, to form exccyMions 
to this law. The most remarkable case of this ^ 
kind with which I am acquainted is that which 
I have recorded in the 16th number of these 
Studies, In it, as the reader will remember, 
a large sarcomatous tumour, almost the size 
of the closed fist, had apparently destroyed 
the greater part of the motor area on the 
right side of the brain. So far as one could 
judge with the naked eye, the whole of the 
motor centres for the face and upper extremity 
were destroyed ; and on microscopical examina- 
tion, the grey matter in tliis region scorned to 
have completely disappeared. And yet there 
was absolutely no trace of paralysis. 

Cases such as this suggest at all events the 
possibility of substitution being in some rare 
cases effected, even when the movemonts para- 
lysed are highly specialised and differentiated, 
by the corresponding motor centres in the 
opposite hemisphere. 

A more probable explanation is, however, 
that which supposes that the grey matter in 
the affected area was not entirely destroyed. In 
trying to give an explanation of anomalous 
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and exceptional cases of this kind, it must be 
remembered that the diiferent cortical centres 
are not sharply defined and separated one from 
the other, that to some extent at all events they 
run one into the other. Such an overlapping 
has been clearly demonstrated by Horsley and 
Schafer in the case of those centres which are 
situated on the inner side of the cerebral hemi- 
sphere (that is, in the marginal convolution). 

The importance of this overlapping, and the 
possibility of compensation being effected by 
undeveloped or embryonic nerve-cells in the 
immediate neighbourhood of a centre which has 
been destroyed, has been pointed out by Victor 
Horsley, Lancet, J uly 1884, p. 7.* 

In order to illustrate this theory of substi- 
tution, and to show the important difference 
that there is between rapid and slow destruc- 
tion of a motor centre, I am in the habit of 
making use of the following simile : — Suppose 
a peal of bells, each rung by a ringer especially 
trained to ring his own bell and that bell only 
(the bell-ringers representing the discharging 
motor centres in the cerebral cortex, the bell- 
ropes the conducting fibres of the pyramidal 
tract, and the bells the muscles) ; and suppose 
that one of the bell-ringers, or discharging 
centres, is suddenly disabled — say, killed or put 
hors de conibat by an apoplectic seizure — ^para- 
lysis of the bell, or muscle, which he and he 
only has been trained to ring, will necessarily 
result," but if instead of being suddenly de- 
stroyed, one of the ringers is gradually and 
slowly disabled by some chronic disease — say 
cancer of the stomach — he will bo able to com- 
municate his failing condition to his fellow 
ringers, some of whom may be able to establish 
lateral connections, and to train themselves to 
carry on the work of their disabled colleague. 

* See also article on the Plan of Construction of the Motor 
Mechanising in the Cortex of the Brain, Studies^ No. 18, 
page 223. 




n.---ExOPHT^lfid 

[OotUin'ued from page 291:^ 

In addition to the four great primary sytnptiCms 
of exophthalmic goitre (viz., increased frequency 
of the heart’s action ; enlargement of the: thy- 
roid j prominence of the eyeballs j and the 
tremor, which Charcot so especially emphasise'S), 
quite a number of other symptoms may be pre- 
sent. 

These symptoms have been arranged by 
Charcot in the table (see page 283), in accord- 
ance with the particular system (integumentary, 
digestive, urinary, etc.) to which they belong. 
Oh investigation, however, it will be found that 
the primary cause of almost all the “ secondary ” 
symptoms of Graves’ disease, is derangement of 
some part of the nerve apparatus. The func- 
tional disturbance which results from this 
(primary) nerve derangement is manifested 
externally as a (secondary) disturbance of the 
function of some particular organ. Even the 
diarrhoea, which is a rare, but in sonae cases a 
very striking, symptom of Graves’ disease, does 
not depend upon any mere local derangement 
of the gastro-intestinal tract; it is essentially 
the result of perverted innervation, its char- 
acters show that it is a true nervous diarrhoea. 

In surveying the “ secondary ” symptoms of 
Graves’ disease, I do not propose to follow in 
regular sequence the order of the symptoms as 
set forth in the table which I have copied (with 
one or two additions) from Professor Charcot. 
The description of these symptoms will, I think, 
be facilitated if we regard the manner in 
which they are produced, rather than the specif 
organ, part of the body, oi* " system ” which they 
implicate. 

I have already described two of the most 
common and important of the secondary sywp- 
toms (viz., Stellwag’s sign and Von Graefe(s ; 
sign) in connection with the exophthalmos. ^ 
have also mentioned , the occasional occitiT^ce 
of ophthalmoplegia externa, and of inability td 
converge and accommodate for near pbje^it 
and stated that a remarkable casq of , the 
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iormer (ophtlialmoplegia externa) has been 
published by Bristowe, and that the latter con- 
dition (inability to converge and accoimnodate 
for near objects) has been described by Mobius. 

To these conditions I need not further refer. 

Quite a number of the secondary symptoms 
of Graves^ disease appear to be due to the dis- 
turbance of the vasomotor nerve apparatus. 
Let me now refer to some of them in more 
d.^tail. 

One of the most frequent, and perhaps one of 
the most important from a diagnostic point of 
view, is diminished electrical resistance in the 
shin. M. Vigoroux, one of Professor Charcot’s 
assistants, was, so far as I know, the first to 
direct attention to the presence of tliis condition 
in cases of exophthalmic goitre. He found that 
in many cases of Graves’ disease, an electric 
current passes through the skin with greater 
facility than in health. His observations have 
been confirmed by Professor Charcot, Dr 
Wolfenden, Dr Shaw, and others. 

Dr Wolfenden (quoted by Sajous) found that 
the average resistance to the passage of a gal- 
vanic current of moderate strength was from 
four to five thousand ohms, while in eight cases 
of exophthalmic goitre the resistance which the 
body (skin) offered to the passage of the same 
strength of current was only from five to seven 
hundred ohms. In two cases of Graves’ disease 
which he examined, the resistance of the slcin 
was actually as low as two hundred and three 
hundred ohms respectively. The measurements 
are, of course, made by means of an accurately 
graduated galvanometer or galvanoscope. 

This remarkable diminution of the resistance 
which the skin offers, in cases of exophthalmic 
goitre, to the passage of electric currents, 
appears to be due to vasomotor alterations, in 
consequence of which the capillary vessels of 
the skin are dilated ; the tissues of the skin are, 
a,s it were, bathed in fluid, and the resistance of 
the normally non-conducting epidermis is re- 
duced to a minimum. 

This diminished electrical resistance of the 
skm is not, however, pathognomonic; it is not 
peculiar to Graves’ disease; it may occur in 
other conditions iij which the same degree of 
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capillary dilatation of the skin is present. I 
have myself, for example, observed a notable 
diminution of the resistance of the skin to the 
passage of electric currents in some cases of 
chronic alcoholic excess. I am unable to give 
any definite measurements ; and I do not know 
whether such a very remarkable diininution of 
the electrical resistance of the skin is observed 
in this or in other conditions, as Dr AVolfeuden 
has noted in cases of exophthalmic goitre. 

In some cases of Graves’ disease, sioeat- 

ing is observed. During the attacks of sweating, 
the skin may feel warm as well as moist. 
Ill other cases, the patients complain of sensa- 
tions of warmth and jlushings on tlio surface of 
the body. Charcot states that, in some cases, 
the feeling of lieat or warmth (the flushings), 
whicli tlie patient experiences, is not merely a 
subjective sensation. The sensation of heat 
may be associated with an actual increase of 
the body temperature, which can bo demon- 
strated by the thermometer. The rise in tem- 
peratuie appears to be the result of nervous 
derangements; as a rule, it is not associated 
with any discoverable local inllamniation or 
visceral complication ; nor is it attended with 
any of the urinary or other alterations which 
are usually present in pyrexia. This rise in 
temperature is said to be more common at the 
menstrual periods. In rare cases, the elevation 
of temperature is associated with grave symp- 
toms of cerebral disturbance. 

In some cases of exophthalmic goitre, attacks 
of diarrlma are observed. 

In the p(dient whose case is taken as the text of 
these remarks^ (Uarrlum was a very prominent 
symptom; it presented the peculiar features 
described below. 

The characters of this diarrheea arc peculiar. 
It is apt to occur in paroxysms or bursts ; 
it usually develops suddenly, quite ind(3pend- 
ently of any apparent gastric or intestinal 
irritation ; persists for some days, and, accord- 
ing to Charcot, is not readily controlled by 
ordinary astringent remedies, such as lauda» 
num and bismuth ; and, after lasting for sonic 
days, it spontaneously and rapidly disappears. 
The motions are frequent, copious, and watery, 
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and unattended by toy pain or colic. During 
the attacks of diarrhoea, the appetite usually 
remains unimpaired ; it may even be voracious. 

In the case of exophthalmic goitre described 
in the text, the motions were said to be very 
copious, very liquid, and of a pinkish colour. 
The patient did not think that the pink color- 
ation was due to the presence of blood. The 
patient only came under my observation as an 
out-patient, and I regret that I had not the 
opportunity of investigating the exact character 
of the motions for myself. I am not aware 
that this pink coloration of the liquid dis- 
charged from the bowels has been previously 
observed. 

As a result of the repeated discharge of 
copious liquid evacuations, the patient may 
become much debilitated ; but, as I have already 
stated, the appetite usually remains unimpaired 
throughout the attack, which is, as a rule, 
unattended with any of the ordinary symptoms 
indicative of gastro-intestinal irritation (pain, 
foul tongue, &c.). 

In one of Charcot's cases, , the attacks of 
diarrhoea recurred at regular intervals. The 
diarrhoea, which developed suddenly and without 
any apparent cause, lasted for seven or eight 
days, and then suddenly disappeared; the patient 
then remained free from diarrhoea for two or 
three weeks ; another attack of paroxysmal and 
critical diarrhoea then occurred ; this was again 
followed by two or three weeks of normal 
intestinal evacuation; then another paroxysm 
of diarrhoea, and so on. 

In most cases of Graves' disease, in which 
this peculiar form of diarrhoea has been observed, 
the attacks of diarrhoea have been much less 
frequent than in Charcot's case, to which I have 
just referred, and have occurred at irregular in- 
tervals, and without any well marked periodi- 
city. In this respect, and in its obvious nervous 
origin, the critical diarrhoea of exophthalmic 
goitre closely resembles the well known gastric 
crises of locomotor ataxia. There is, however, 
erne notablq difference between the intestinal 
crises of Graves' disease and the gastric crises 
of locoi^otor ataxia ; in the gastric crises of loco- 
motor ataxia, pain is a prominent syniptom; 


whereas in the intestinal crises of exophthaltoe 
goitre, pain is entirely absent. 

In its mode of origin, the diarrhoea of 0xoph- 
thalmic goitre is perhaps similar to. tte pro- 
fuse sweatings which are observed in some cases 
of the disease. It seems probable that; the 
diarrhoea, like the sweating, is the result of a 
vasomotor derangement. 

It is to be observed that in some rudimentary 
or imperfectly developed cases of exophthalmte 
goitre, the diarrhoea may be of diagnostic value, 
just as the gastric crises are of diagnostic value 
in some obscure and undeveloped cases of loco- 
motor ataxia. 

Pigmentation of the shin is a notable feature 
in some cases of Graves' disease. Dr David 
Drummond has directed special attention to 
this point; and as the. result of my own obser- 
vation, I fully agree with him in thinking, that 
it is a condition which is much more frequently 
present in exophthalmic goitre than is usually 
allowed, and that it may be of considerable 
diagnostic importance. 

In some cases, the pigmentary deposits are 
distributed in patches, a common situation 
being around and below the orbits ; in others, 
the whole skin is more or less uniformly 
stained, the pigmentation being in such cases 
usually darkest in those parts of the body 
(such as the areolae of the nipples, the genital 
organs, the sides of the axilla?, &c), where pig- 
ment is normally in most abundance. In at 
least two cases of Graves' disease in males, I 
have been particularly struck with the dirty 
brownish-yellow colour of the skin, especially 
the skin of the face. In one of these cases, 
the disease existed in its rudimentary form, the 
enlargement of the thyroid and the prominence? 
of the eyeballs being absent; but the otberi 
characters of the disease (increased frequency: 
of the heart's action, tremor, nervousness, 
were so marked, as to make the diagnQi&, ;tdP 
my mind, absolutely certain. I am d%o^^ 
to think that this dirty yellowish-brown pigmeur 
tation of the skin is in some cases of considerable 
diagnostic value. ; i . 

Patches of vitiligo have been observed 
some cases of exophthalmicf goitre. Ib Aiidi-^ 
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of vitiligo naay be dis- 
vtribul^ over the deeply 

(ebiidirmally) pigmented skin ; the same associa- 
tion (excess of pigment in some parts of the 
. skin, and diminution of pigment in others) is 
probably present in some cases of exophthalmic 
goitre. 

I have not myself observed the presence of 
urticaria in * cases of Graves’ disease. Charcot 
ihbludes it in his list of secondary symptoms. 
Considering the profound vasomotor disturb- 
ances which are present in many cases of 
the disease, one can readily enougli under- 
stand the occasional occurrence of an eruption 
of urticaria. 

Polyuria^ which is probably in some cases, at 
all events, the result of vasomotor derangements, 
is met with in some cases of exophthalmic 
goitre. 

Albuminuria also occurs in some cases. In 
one of my cases, in which a considerable 
amount of albumen was present, it was 
unassociated with tube casts, and did not, 
so far as I am able to ascertain, depend 
upon permanent organic changes in the struc- 
ture of the kidney. In the case to which I 
refer, there were none of the ordinary symptoms 
of Bright’s disease — either acute or chronic. 

Glycosuria has also occasionally been noted in 
cases of exophthalmic goitre. If, as seems pro- 
bable, the lesion in cases of exophthalmic goitre 
is central, and situated in the medulla oblon- 
gata, the occasional occurrence of glycosuria 
(and I may perhaps also add of polyuria and 
albuminuria) is not difficult of explanation. 

A dry cough, which does not appear to depend 
upon any discoverable alteration in the respira- 
tory tract, is sometimes present. In the later 
staged of one case, I observed a very profuse 
discharge of a bronchial mucus. The copious 
frothy expectoration was abundantly tinged 
with blood, which was uniformly distributed 
through it. The patient, who was under my 
care in the Newcastle-on-Tyne Infirmary, died 
during the attack. Post-mortem examination 
failed to reveal any other pulmonary lesion 
than oedema of the lungs. I have always 
regal'd^ the pulmonary oedema and the profuse 


bronchial secretion which were present in this 
case, as the result of vasomotor paralysis. The 
condition was, I believe, exactly comparable 
to the profuse sweating and copious diarrhma to 
which I have already referred. 

In many cases of Graves’ disease, psychical 
symptoms are prominent. The most casual 
observer cannot fail to be struck with the 
general " nervousness ” of the patients affected 
by the disease. The least thing ‘^puts them 
into a tremble.” Little things, which would be 
unnoticed by any ordinary individual, are 
sufficient to agitate and disturb them. And 
yet they are not, as a rule, Iiysterical. Charcot, 
indeed, points out that some patients, who prior 
to the onset of the disease were distinctly 
hysterical, cease to be so, when once the symp- 
toms of Graves’ disease have become fully 
developed ; and that, with the decline of the 
disease and the disappearance of its character- 
istic symptoms, tlie hysterical manifestations 
again make their appearance. 

In some cases of Graves’ disease, mental 
alterations of a more decided kind are developed. 
In many cases, the patients are fidgety and 
markedly irritable; in some, a condition of 
mental depression or actual melancholia is 
produced; in others, the patient becomes ex- 
cited or maniacal. A fatal termiiuiLion is some- 
times preceded, or accompanied, by the develop- 
ment of acute mania. Symptoms indicative of 
general paralysis of the insane have occasionally 
been observed. 

In some cases, insomnia has been a trouble- 
some symptom. Migraine, angina pectoris and 
other forms of neuralgia, epilepsy, and chorea, 
arc occasionally developed in the course of the 
disease. 

Chaicot mentions the occurrence of ywa- 
plegia, which, he states, presents certain pecu- 
liarities which seem to show that it is peculiar 
to the disease. The paralysis is usually incom- 
plete; but ill one case, the paralysis in the 
lower extremities was complete and absolute, 
at the time of the patient’s admission *to hos * 
pital. The paralysed muscles were flaccid and 
moderately atropliicd, the reflexes, both deep and 
superficial, were abolished, — the electrical re- 
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actions were normal; there were no fibrillary 
twitchings; sensibility was unimpared, and the 
bladder and rectum were unaffected. When 
the paralysis was incomplete, and the patient 
was able to move about (either with or without 
the aid of crutches), a sudden giving way of the 
legs, due to sudden and unexpected flexion of 
the knees, was apt to occur ; this sudden failure 
of the legs seems to be a characteristic and 
peculiar feature of the condition. The para- 
plegia is not permanent, it seems to be func- 
tional; but in the cases in which it was 
observed there were none of the usual symp- 
toms of hysteria. Charcot states that the 
absence of hysterical symptoms, and the char- 
acters of the paraplegia itself (the fact that there 
is no sensory disturbance, &c.) seem to show 
that the paralysis is not hysterical. 

In many cases, the general health is compara- 
tively little, if at all, affected, though general 
nervousness is, as has been already stated, 
usually a prominent symptom. In some cases, 
more especially in the later stages, there is loss 
of flesh, and a cachectic condition is developed. 
If I may judge from my own experience, loss 
of flesh, marked debility, and cachexia, are more 
apt to be developed in the early stages of the 
disease, when the patient is a male. I have 
seen marked debility, emaciation, and cachexia, 
develop quite early in two a-typical or rudi- 
mentary cases of the disease. In both cases 
the patients were males. 

Although in some cases, an inordinate appetite 
for food (bulimia) or sudden fits of hunger are 
present; in others, there is loss of appetite. 
Loss of appetite, a distaste for food, complete 
anorexia are, in my experience, usually asso- 
ciated with the cachexia and emaciation, which 
are apt to be present in the later stages of some 
cases of Graves* disease. 

Charcot states that jaiindice is developed in 
some cases. I have not, so far as I remember, 
met with any case in which this symptom was 
developed.. In Dr Groom’s case of rudimentary 
or imperf(ietly developed exophllialmic goitre, 
to which I have previously referred, the motions 
were abnormally pale and devoid of bile. Sir 
Willia^i Jeuner seemed to attach considerable 


importance to this condition as a ^gn of GraV^* 
disease. 

A short dry, (? nervous) cough, which is 
unassociated with any physical signs indicative 
of laryngeal or bronchial catarrh, is present in 
some cases. Increased frequency of respiration^ 
which doubtless depends in many cases, upon 
aniemia or cardiac complications^ but whioh^in 
some cases is perhaps of nervous origin, is inot 
uncommon. • 

Menstrual dera/iigements, more especially 
irregularity of menstruation and amenorrhoea, 
are frequently present. In the male, loss of 
sexxml power, or even complete impotence, may 
be present in the later stages of the disease. 

Enlargement of the lymphatic glands has 
been noticed in some cases. The spleen is also 
in some cases said to be enlarged. Whether 
these alterations are merely accidental compli- 
cations, or whether they are in some way or 
another, which we do not at present under- 
stand, related to the disease, does not seem 
clear. 

In a few cases, but, as has been previously 
remarked, they are comparatively rare, cardiac 
complications of an organic kind (endocarditis 
and organic valvular lesions) are developed. 

Asthenia; asystole; relative and muscular 
incompetence, at the mitral or tricuspid orifices, 
with mdema of tlu feet ; and pulmonary com- 
plications, such as oedema of the lungs and 
bronchitis, are, I believe, in most eases, the 
cause of death. It is, I think, doubtful, 
whether many of the conditions which have 
just been mentioned should be regarded as 
complications of the disease. I am disposed to 
think that in many cases, at all events, they are 
directly due to the disease — the result of the 
same nerve derangements, developed in a more 
intense degree, which are the cause of the ‘ 
symptoms which have been described as char- 
acteristic of exophthalmic goitre. 

The, consideration of the clinical history of 
the disease has occupied more space than I had 
anticipated. I must, therefore, defer what I 
have to say respecting the pathology, diagnqiisy 
prognosis, and treatment, until the next is:^^; 
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III.— The Theatment of Typhoid Feveii. 

( Gontimoed from page 278») 

The next point in the treatment of Typhoid, 
which we have to consider, is the regulation of 
the temperature. ' This is a very important 
Qjiestion. Alniost all authorities are, I think, 
agreed that when the temperature, in a case of 
typhoid fever, becomes excessive, it should be 
reduced and moderated. But observers are by 
no means agreed as to whether the temperature 
should be restrained and moderated in all 
cases. Some indeed think, and the sug- 
gestion seems very plausible, that the pyrexia 
(elevation of temperature) may have its advan- 
tages, as well as its disadvantages, in such a 
disease as typhoid fever. They suj)pose that a 
continued high temperature is inimical to the 
duration of the germs which are thought to be 
the cause of this disease. They believe that the 
pyrexia has its advantages, in as much as it 
tends to destroy the germ poison, and con- 
sequently to limit the duration of the disease. 

Now if that view is correct — if the presence of 
pyrexia is advantageous — antipyretic remedies 
are not only uncalled for, but theoretically, at 
all events, may be said to be contra-indicated. 
Theory, however, is one thing and practice is 
another. Even those authorities, who think 
that the pyrexia tends to limit the duration of 
the germ poison, and so to terminate the disetase, 
are, so far as I am acquainted with their 
opinions, agreed that when the pyrexia exceeds 
a certain point, when the fever is very liigh 
(say 104'' or 105° Fahr.), that it should be re- 
strained and moderated. The continued dura- 
tion of a high temperature — of high fever — is 
without doubt an exhausting and deleterious 
condition. We have seen that when the tem- 
perature remains high for several weeks to- 
gether, as it does in typhoid fever, that the 
heart suffers — that it becomes soft and flabby, 
and that its muscular fibres undergo degenera- 
tive changes. Now this of itself is a real 
danger. But it is not only the heart which 
suffers. Probably all tlie tissues suffer in some 


degree. There can, I think, be little doubt that 
many of the nervous symptoms which are 
observed, in severe cases of typhoid fever, arc 
due to changes in the nerve centres, the result 
of the pyrexia. It must, I think, be granted 
that the long continuance of high fever pro- 
duces injurious results in all the tissues, and is 
attended with real danger. Now if this is so, it 
is clearly our duty to take measures to restrain 
and moderate the fever, more especially when 
it becomes excessive. Whether we believe that 
the fever process tends to limit the duration of 
the disease — to kill the germs which are the cause 
of the disease— or not, we must, 1 think, admit 
that when excessive and long continued it is 
distinctly injurious; and tliat it sliould be re- 
strained by a])})ropriate remedies. 

Personally, I am prepared to go nuicli fiirtluir 
than tliis. Personally, I am dis])osed to agree 
with tliose who think that tlic^ administration 
of antipyretic remedies is useful and ad visible 
wlienever the tempiirature reaches or lixceeds 
102*5' Fahr. And the correctness of tins posi- 
tion is, 1 think, amply coniirmed by the insnlts 
of the cold bathing plan of treatment, to which 
I will presently refer. 

Now we may reduce fever in two chii^f ways; 
— either by the administration of thoS(5 intei’iial 
remedies, which we know by expena'ence bring 
down the temperature; or by the api)lication of 
cold to the surface of the body. 

Both means have been largely used in the 
treatment of typhoid — and both hav(i their 
strong advocates. 

Two of the chief sources of danger in typhoid 
fever are failure of the action of the heart, and 
the severity of the nervous disturbiinces pro- 
duced during the later stages of the attack. 
The nervous sym})toms nrc probably, in part at 
least, due to the retention in the blood of urea 
and other excrementitious matters; but there 
can be no doubt that the long continuance of 
high fever is largely responsible for both of 
these conditions; as has l)een already pointed 
out, high fever, if long continued, iS a direct 
cause of cardiac failure, while it may also liro- 
duce profound nervous disturbance. 

In selecting apyretic remedies for the treat-* 
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meiit of typhoid fever, we should endeavour to 
choose those which fulfil the following condi- 
tions : — 

1st. Which reduce the pyrexia. 

2nd. Which do not directly depress the 
heart's action. 

3rd. Which do not interfere with tlie elim- 
ination of excrementitious matters by the 
kidney. 

Some of the more important drug remedies 
which have been recommended as antipyretics 
ill typhoid fever are: — quinine, salicin, salicylate 
of soda, salicylate of ammonia, antipyrin, anti- 
febrin, salol, &c. 

Salicylate of ammonium (in 10 to 20 
grain doses) and antipyrin seem perhaps 
on the whole to be the best. Quinine is 
in some cases of typhoid fever a valuable 
remedy, but as an aritipyrctie it is certainly 
inferior to many other drugs. In order to 
reduce the temperature of a case of typhoid 
fever by means of quinine — to reduce it to any 
considerable and definite degree, I mean — ^very 
large doses (30 or 40 grains) are required ; and 
in typhoid fever very large doses of quinine are 
apt to be prejudicial; they are apt, I think, to 
increase the diarrhcea and intestinal irritation. 

Salicine, salicylate of soda (when pure), sali- 
cylate of bismuth, and salicylate of ammonium 
are valuable antipyretics. Many observers are, 
however, of opinion, — and so far as my experi- 
ence goes I am inclined to agree with them — 
that salicylate of soda, at all events, is apt to 
produce depression. 

Jaccoud (quoted in Sajov£ Medical Annual, 
1889, vol. i., H., page 63) emphasises the dangers 
of the employment of sulphate of quinia and of 
salicylate of sodium in the treatment of typhoid 
fever. He points out that among the different 
forms of delirium, which may occur^^ih the 
course of typhoid fever, there is oii^:^;^lnch 
it is most important to recognise and aypicCaijd 
that is tlierapcutic delirium. This form "hP 
delirium may, he thinks, arise as the result of 
tire administration of sulphate of quinia or 
salicylate of sodium in too large doses, or even 
in moderate doses, if too long continued. 

. Salicylate of bismuth, though so far as my 


experience enables ine to judge eless jib^ 
antipyretic than some of the other temedii^sl 
which have been mentioned above, seehis to be 
a valuable remedy in some cases of typhoid. 
It acts not only as an antipyretic, bu| as an. 
astringent and antiseptic, soothing the. irritated 
intestines and restraining the diarrhoea when 
excessive. It may be given in 10, 16 p:^, i20 
grain doses. • / ; 

I have had no personal experience of tlifs 
remedy in cases of typhoid fever, but I believe 
it to be a very valuable remedy in some other 
forms of diarrhoea — especially in some cases 
in which the starting-point of the diarrhoea has 
appeared to be a chill or exposure to cold 
(sitting upon a cold stone, etc.), or in which 
the intestinal evacuations are copious, liqu^/ 
and inclined to be fermented and frothy. 

Salicylate of ammonium has lately been 
strongly recommended in the treatment of 
typhoid and other continued fevers in which 
antipyretics are necessitated. It is said to be 
much less depressing than salicylate of sodium. 
My own experience does not enable me to .say 
whether this is so or not. 

Antipyrin and antifebrin are undoubtedly 
some of the most powerful antipyretic drug 
remedies which we possess. If judiciously ad- 
ministered they are, I believe, of real value in the 
treatment of some cases of typhoid. The dose 
should be small — not sufficiently large to pro- 
duce depression. Five grains of antipyrin re- 
peated at frequent intervals, in accord^cp; 
with the behaviour of the temperature and^tlid^ 
other circumstances of the case, is, I believOir inv 
some cases a very valuable plan of treatufent. 
My friend Dr John Macdougal tells mp|jh^ he 
has seen great advantage, in typhoid fpyer> from 
the administration of small (2 to 5 gr^tos) doses 
of antipyrin together with small dpsai drops 
by the mouth and 1 drop subcdtan^usly) . 
, liquor strychnise. The antipyrinj^ven in this ' 
seems to restrain the tetoperaturo, 
tliP^trychnine prevents anyjd^ression 
and acts as a valuable toni^iand stimular^Kto 
the heart. .4p ^ 

The second, and. by far; the most effeotive 
method of rapidly reducing the temperataje iif^ 



FEVER. 


P Tcasie; of obiitiSued feybr such as typhoid, is the 
xtetual application of cold to the surface of 
^ the body. 

The patient may be immersed in a bath ; or 
%ed; compresses may be applied 

to the surface of the body (abdomen, etc.). 

The cold bathing plan of treating typhoid 
h^ largely employed on the Con- ! 

>tiner.t-— more especially in Germany — and is 
strongly recommended by a large number of 
able physicians. Personally, 1 have no experi- 
ence of it, and I am unable to speak definitely 
positively on the matter, but the state- 
Ifinents which have been from time to time 
k published in its favour seem to me to be very 
Remarkable. From what I have heard I am 
*isposed to think that it is a most valuable 
plan of treatment, and that its advantages are 
not by any means sufficiently recognised in this 
country. 

There are several different methods of carry- 
ing out the cold-water treatment of typhoid, 
viz.: (1) The cold lath — the patient being at 
once plunged into cold water, of a temperature 
of 65® to 70® F. ; and (2) The graduated hath, 
the temperature of which is from 90° to 100® 
F. ; it is gradually cooled by the addition of 
cold water till ' the temperature roaches 65® or 
- 70® F. 

Glenard (quoted by Sajous) gives the fol- 
lowing outline of the technique of the different 
methods : — 

** There are three kinds of baths applicable to. the treat- 
S^Vinent of typhoid fever — the full cold batli, the half bath 
' with alfnsioii, and the full warm bath gradually cooled. 
Each of these may be employed in accordance with special 
indications : — 

‘*1. The full cold bath of a temperature of 18® to 20" C. 
(.64*4'* to 68® E.) ; and of the duration of fifteen minutes, 
into which the patient is plunged uj) to his neck. This bath 
is stimulating and refrigerant. The indication for its emj)loy- 
ment is found in a great majority of cases. 

** 2. The partial bath with affusion. The temperature of 
the bath is 28® C. (82*4® E.) ; duration from five to ten 
minutes. The patient is placed in it up to the nipples ; 
the affusion consists in pouring upon the back and neck 
water of 10® G. (50® F.) ; after that he is briskly rubbed in 
the bath with a sponge or brush. This bath is stimulating, 
and w to be employed in typhoid fever of high temperature 
^and Where complications occur, specially the chest compli- 
iiations. 
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* 3. The warm bath gradually cooled, the temperature to 
be between 6® and 6® C. (9® and 10-8® F.) higher tliau that 
of the patient ; the duration from twenty to thirty minutes. 
During this interval, the bath is gradually cooled by the 
addition of ice or cold water, until the temperature at the 
conclusion of the administration falls to 20® C. (68® F.)* D' 
shivering occur, the patient is immediately taken out of tlie 
bath and placed in his bod, which has been previously 
wanned. This bath is refrigerant, hut without stimulant 
effect. It is to he employed in cases in whicli there are 
affections of the heart, emphysema, &c. 

“Experience has shown that unfavourable results are 
avoided when the cases come under treatment before tlie 
fifth day. It is desirable for a physician, who is not person- 
ally familiar with the action of cold water, in the treatment 
of typhoid fever, to commence by employing it in simple cases, 
especially in ones wliich come under treatment prior to the 
fifth day of the attack. 

“The following plan is that invariably to be employed 
under such circuinstaiices :-~Iu a suspected case of typhoid 
fever, seen at the beginning, the choice lies hetwe,cu a large 
dose of calomel and the treatment by cold baths, the pre- 
ference being given to the latter if the ] presiimj)tion. of 
typhoid fever is sti'ong. If the diagnosis of typlioid fever 
is probable, recourse sliould bo had to the baths, wliatever 
maybe the symptoms. The full tub should be placed in tlie 
ward or chamber, parallel to the bed, at a distance of one or 
two metres, the floor propiu’ly protected by oilcloth, and a 
screen placed between the bed and tlie bath tub. A sulli- 
cieiit quantity of water slumld be used to cover ibo patient’H 
body to the neck. It should bo of a teinperatunj of 18" to 
20® C. (64 ’4® to 08® F.). The baths should be prepared with- 
out disturbance or noise. There should be placed on the 
floor, near the head of the full tub, two pitc.hers of cold 
water, of a teniperatui’c of 8® or 10® 0 . (46*4® to 50® E.), 
each coutuiiiing four or five litres (quarts). A glass of wate.r 
should be at band. The first bath should be given pi*(jler* 
ably about four o’clock in the afternoon, unless there is 
some urgent reason for sedeeding a dilfeJ’cjjt hour, and the 
idiysician shouhl be present. The rectal temperature is taken, 
the urine voided, and the patient is assisted into Ihe lull 
tub, the screen having lieeii removed. If there is perspira- 
tion, the patient is dried Imforo ciitei'ing the batli. Cold 
water from the pitchers is poured upon llie head and back of 
the neck from a height of eight or leu ceiilirnelres (tbirty- 
niiic inches) for one or two miuute.s, the amount being from 
two to three litres (quarts). Then a swallow of cold waU.-r 
or red wine is given. This being dom*,, ihe wliole surface of 
the body is bihskly rubbetd with a si>onge or brush. Tlie 
patiemt is made to rub Ijis abdomen and chest. These 
frictions stimulate the peripheral circulation, prevent the 
accumulation of heat at any one point, moderate the 
sensation of cold, and help to pass the time ; tlicy arc not 
indispensable. Shivering appears, as a general rule, be- 
tween eight and twelve minute.s ; this is a necessary evil, to 
which too much attention is not to be paid. Toward tlie 
middle of the batli, or at its terminntion, .cold ^ater is again 
jioured over the head and neck. The time occupied ought 
to be at least fil teen miiuite.s, longer if the head is still warm 
and the cheeks red, or if the temperature of the patient has 
been very high before the bath. 
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*‘Tlie patient sliould leave tlie batli without precipita- 
tion ; he cannot take cold. Thoracic complications are 
caused by typlioid fever, and not by ^hilling. The air of 
the apartment should be pure and not too warm ; the window 
should be opened in the intervals of the bath ; during the 
bath it should be closed. On leaving the bath the patient 
should be lightly dried with a towel. The bod should be 
carefully made during each bath. If, on returning to the 
bed, shivering takes place, the limbs should be rubbed and 
a hot bottle placed at the foot of the bed, A cold compress, 
covered with oil-silk or (lannol, should be ))laced over the 
abdomen, and a little warm nourishment administered. 

‘‘ Three c^uarters of an hour after the batli, the rectal tem- 
perature should again be taken. TJie general prescription 
for the administration of the bath is as follows : — A batli of 
from fifteen to twenty minutes every three hours, day and 
night, as often as the rectal temperature, taken three hours 
after a bath, reaches or passes Sti® C. (102*2® F.). During 
the bath, douche the head and neck tliree times, each time 
with two or three litres of water of a temperature of 10® C. 
60° F.). A small quantity of noiirislimeiit is to be given- 
(after each bath, that is to say, every three hours. Alimen- 
tation should consist of the following articles : milk diluted 
with coffee or tea or cocoa (a quarter of a litre each time) ; 
gruel or oatmeal, tapioca, or vermicelli thoroughly cooked j 
veal, mutton, or chicken brotli, freed of fat when cold, and 
re-heated at the moment of administration. 'As a drink, 
pure cold water ; the indication for wine or spirits is only 
urgent in cases that are subjected to this treatment late in 
their course. If the patient does not sleep, or sleeps badly, 
he is to have a draught of ice cold water, and the abdominal 
compress is to be changed every three-quarters of an hour. 
The rectal temperature should he taken and recorded every 
three hours, before the bath, and forty-live minutes after each 
bath. If the leiniierature before llic bath is below 39° C. 
(102*2° F.), the bath may he deferred until it again reaches 
39° C., the temperature being then taken every hour. If it 
is found, liowever, to be below 33*6° C. (101° F.), it is not 
necessary to take it again for three hours. The discharges 
from the bowels arc to be preserved for inspection, and the 
total quantity of urine collected in the same vessel. Neither 
age, sex, menstruation, pregnancy, nor sweating (excejit that 
which occurs at the end of defervescence) in any way modi- 
fies the treatment. In women who are weaning their 
children, cold compresses must he frequently renewed upon 
the breasts. If diarrhoea persists, it is to he combated by 
cold compre.sses, which may he kept cold by the aid of a 
bladder of ice. If there is constipation, it is to be treated 
by cold enemata ; and if this fails, by enemata consisting of 
cold water and one part of fresh ox-gall. 

When the temperature before the bath is very high, or 
the fall, forty-five minutes after the bath, is less than 1° C. 
(1*8° F.)i the bath must be prolonged to eighteen or twenty 
minutes. It is rarely necessary to modify the general 
formula. When the temijerature does not exceed 89° C. 
(102*2° F.) but yet reaches 88 '6° C. (101* F.), it is necessary 
to treat tbis*litt|e exacerbation by baths of 20° C. (68° F.)^ 
and of five minutes’ duration, in order to prevent the pro- 
longation of the fever, or the occurrence of relapse, and to 
shorten convalescence. If a relapse occurs, it must be treated 
according to the general formula. 'When the tempernture no 


longer exceeds 38*6° C. (101° F.), the defervescence is ter-, 
minated, the baths are discontinued, and the patient ought 
to be treated as convalescent, but is to be kept in bed until 
the temperature has not at any time exceeded 38° C. 
(100*4° F.). He may then rise, and in a short time walk in 
the garden ; he may prolong his promenades according to his 
strength, and one will be struck with the rapidity with 
which it augments with every outing. Proper precautions 
are to he taken against cold. As to alimentation, already, 
during defervescence there may be added to his soup, milk, 
or bouillon, either one or two raw eggs daily, or, a little 
later, one or two spoonfuls of scraped raw meat, or a littffi 
toasted bread or biscuit ; but the alimenlf must always be 
given as liquids. During the treatment by baths, one at- 
tendant is required for the day and one for the night j these 
duties may be fulfilled by the members of the family. In a 
hospital, one bath tub may be made to do for a dozen 
patients, but it is better to use one for six. It is not neces- 
sary to renew the water every three hours ; once in twenty- 
four hours is sufficient. The patient treated from the be- 
ginning in this manner never suffers from frecal incontinence, 
and the rule is the patient should pass his water before 
entering the bath. In time of epidemic, the water of the 
bath, if it is not soiled, should serve for several patients, 
and should only he renewed two or three times a-day.” * 


IV. — Case in which Stellwag’s Sign A^siyoN 
Grakfe’s Sign (retraction of the upper] 

UH), the result of spasmodic contraction^ 
OF the fibres of Muller’s muscle, and non- 
descent OF THE UPPER LID IN LOOKING DOWN- 
WARDS) WERE PIUSSENT, BUT IN WHICH THERE 
WERE NONE OF THE SYMPTOMS AND SIGNS OF 

Exophthalmic Goitre. 

Male; age 27 ; a labourer; June 26, 1889. 

(The patient had not been seen before he came to the Clinic.) 

Dr B. What do you complain of ? 

Batient. A sore head. . 

Dr B. How long have you had it ? 

Patient. Since Monday. 

Dr B. What pai-t of your head is sore ? 
Patient (placing his baiid Rcross the fore- 
head). Here; it got.ihto the left eye and it 
swelled. .r 

Dr B. When tfiat ? (The eye did ndt 
appear to be swplleh.) 

* Sajous’ Annual of the Universal Med»^.al Sciences, 1839, vdjii I., 
11, page 45. ■ , • - • ■ 
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Patient Last Monday. 

Dr Bi Had you the headache before that ? 

Patient Yes, for a week. 

Dr B. Have you suffered from anything else 
but the headache ? 

Patient ^ 0 . 

Dr B. You have not been sick? You have 
not vomited ? 
tPatient No. 

Dr B. Is your sight all right ? 

: Patient Yes. 

Dr B. Are you a nervous man ? 

Patient No. 

Dr B, Do you ever suffer from palpitation ? 

Patient No. 

Dr B, Have your friends noticed any dilTcr- 
ence in your appearance lately ? 

Patient No. 

Dr B, They have not noticed anytliing wrong 
with your eyes ? 

Patient No. 

Dr B. Have you been subject to headaches ? 

Patient No. 

Dr B. Have you been previously strong and 
healthy ? 

Patient. Yes. 

Dr B. {to the Students). I have asked this 
patient several questions which may appear to 
you to have little or no bearing upon the case. 
But some very remarkable symptoms are 
I)resent, which some of you may have 
noticed. If you observe the eyes closely, yau 
will see that every now and again the upper 
lid is retracted, evidently spasmodically re- 
tracted; and the sclerotic being exposed round 
the iris, the eye acquires during the contrac- 
tion of the lid a peculiar staring look. The 
contraction of the lids is, you will notice, 
bilateral. Both are equally affected. 

Now this symptom, retraction of the upper 
lid from spasmodic contraction of the involun- 
tary muscular fibres of Muller, is seen in a 
considerable number of cases of Graves’ disease, 
or exophthalmic goitre. It is known as 
Stellwag’s symptom or sign. I do not think it 
is peculiar to Graves’ disease. I have seen it in 
at Ifeast two cases «in which there was no evi- 
dence of exophthalmic goitre, but in which the 


patients were suffering from symptoms of 
mental derangement. This man has not com- 
plained of any nervous synqitoms except head- 
ache. He does not give one the impression of 
being in any way nervous. 

Dr B. {to the Patient). Has your mind been in 
any way affected ? 

Patient. No. 

Dr B. {to the Students). His eyeballs are not 
prominent. (After examining the heart and 
thyroid) — The heart’s action is quite (piiet ; the 
pulse is of normal frequency ; there is no en- 
largement of the thyroid. In fact, none of the 
symptoms indicative of Graves’ disease or 
exophthalmic goitre are present. Wo can, I 
think, definitely and positively say that this is 
not a case of exophtlialmic goitre; and yet 
it is a case in which Stollwag’s sign is well 
developed. 

In connection with the spasmodic retraction 
of the upper lid, wliich is so very marked in this 
case, it will be interestijig to note whctlicr Von 
Graofe’s sign — another of the conditions wliich 
is observed in some cases of Graves’ disease — is 
2 )rescnt. 

llie pat ient was here m ade to fie the finfjer a nd 
follow it dovjmmrds as it was 7novcd from ahovc 
the horizontal plane of his vision towards the 
(jro2t7id. 

l%e ttpper lid did not follow the mo cement oj 
the eyeball; it remained retracted; ivas as it were 
left behind by the eyeball. 

Dr B. {to the Shidenis). Von Graefe's sign is 
remarkably well seen in this case. 1 have never 
seen it more j narked. 

You see therefore that in tliis patient two of 
the symptoms which are supposed (when pre- 
sent) to be highly characteristic of Graves’ 
disease are unusually well marked, and yet the 
case is certainly not one of exophthalmic goitre. 
None of the ordinary symptoms indicative of 
that condition are present. 

I do not know that any special significance 
can be attached to the presence of fcitellwagis 
sign and Von Graefe’s sign in this particular 
case. The patient has several bad teetL 
Possibly the spasmodic retraction of Muller’s 
muscle is reflex, and due to irritation connected 
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with these bad teeth. The exact cause of the 
headache is also doubtful. 

(This patient was told to come back, so that 
the condition of the eyelids might be watched 
and more carefully studied. He, however, failed 
to do so.) 


V. — The Differential Diagnosis of Hysteuia 
AND Intracranial Tumours. 

Hysterical symptoms are not unfrequently met 
with in the course of cases of intracranial 
tumour, and, indeed, in all forms of organic 
cerebral- disease; and in some cases, in which 
the symptoms and signs of hysteria are pro- 
minent, and the ordinary symptoms and signs 
of the organic lesion, with which the hysteria is 
associated, are ill developed, the differential 
diagnosis may be a matter of extreme difficulty. 
Indeed, in the earlier stages of some cases it 
may be impossible to come to a positive conclu- 
sion. 

In dealing with cases of this description, it is 
essential to remember that the diagnosis of 
mere hysteria (nothing more than hysteria) is 
never justified unless the observer lias, by the 
most careful examination, and by repeated 
observation, failed to detect any symptoms and 
signs indicative of organic disease. 

The condition of the optic discs is without 
doubt the most important point in clearing up 
the diagnosis. If ophthalmoscopic examination 
shows the presence of double optic neuritis, the 
doubts and difficulties of the case are at once 
removed, for double optic neuritis is very rarely, 
if ever, associated with mere hysteria, but is 
very frequently, indeed generally, associated 
with cerebral tumours. 

It will be observed that I do not say double 
optic neuritis is mmr associated with mere 
hysteria* For not only would such a dogmatic 
method of ^atement be, in my opinion, highly 
unscientific, but I am personally disposed to 
^ think would, as a matter of fact, be in this case 
absolutely erroneous. Double optic neuritis is 


sometimes met with in anifemia, in association 
with derangements of menstruatioh|;^4^^^^^^^^^ 
nection with errors of refraction, afid oifie^ 
conditions,* in which there is nb " coarse/' in- 
tracranial lesion, and with which - hystericaP 
symptoms are not unfrequently associated. I 
am therefore prepared, sooner or later, to meet 
with a case of apparently mere ^hysterib, in 
which double optic neuritis is present. Further, 
we are still largely ignorant, on the one hand, 
of the exact pathology of hysteria and hysteri- 
cal symptoms (hystericar paralysis, hysterical 
contracture, hysterical amesthesia, &c.); and, 
on the other, the exact mode of production of 
the double optic neuritis which is associated 
with many intracranial lesions is still a matter 
of dispute. Now, in the presence of such ignor- 
ance it would, in my opinion, be rash and un- 
scientific to affirm that the same (?) functional 
alterations which produce hysterical paralysis, 
hysterical contracture, or hysterical anaesthesia, 
cannot possibly cause such vascular alterations in 
the fundus as will result in the production of 
some degree of oedema and swelling of the optic 
papilla. My own view, however, is that papil- 
litis is not at all likely to be produced in this 
way. I am of opinion that the papillitis which 
is so frequently associated with cerebral tum- 
ours results, in most cases (in a way which I 
need not now describe), from increased intra- 
cranial pressure ; and I see no grounds for adopt- 
ing Dr Hughlings Jackson’s theory, that the 
papillitis is the result of a vasomotor altera- 
tion (at the periphery) produced by the lesion 
in the centre (the intracranial tumour). 

Personally, therefore, I am disposed to think 
that the (?) functional changes which produce 
hysterical paralysis or hysterical contracture 
are not in the least likely to produce double 

* The experieiico of any single ohseirer is necessanly so 
limited, and even the knowledge which can be acquired by 
making one’s self familiar with the accumulated experience 
of authorities is, when compared with the facts and possi- 
bilities of nature, so imperfect, that T question whether such 
terms as weucr, cannot ^ and the like, should ever be tised in 
an unlimited and unqualified sense. It is, of course, quite 
another thing to use these terms in a limited and qualified 
sense, and to say, so far as I kntno, or so far as is 
such and such symptoms never occi®’ or ca?WMrf oecur i|Pcon- 
nection with such and such affections. 



AND JNm ACRANIAL TUMOURS. 


pptio^jietpitfe* * But,,w^ holding this view, I 
^ given above, dogmati- 

caljy a^^ double optic neuritis is nmcr 

aissociated with mere hysteria alone. 

• But be that as it may, double optic neuritis 
is so rarely, if ever, met with in connection with 
mere hysteria, and so frequently met with in 
cases of intracranial tumour, that its presence 
in a case ih which the diagnosis lies between 
hysteria and cerebral tumour practically settles 
the question, and by the practical physician 
may be taken as a definite indication that the 
case is not one of mere hysteria alone. 

And here I would briefly emphasise the im- 
portance of the use of the ophthalmoscope in the 
di^nosis of cerebral (and, indeed, of many other) 
affections. It is not too much to say that the 
ophthalmoscope is just as important in the diag- 
nosis of some nervous affections as the stetho- 
scope is in the diagnosis of many cardiac and 
respiratory diseases. The routine use of the 
one is just as necessary, if mistakes are to be 
avoided, as the routine use of the other ; for 
just as some serious cardiac affections — aortic 
regurgitation, for example — may be unattended 
by symptoms, but arc readily detected on 
stethoscopic examination, so the double optic 
neuritis, which is easily enough seen in most 
cases by means of the oplithalmoscope, may be 
unattended with any alteration of visual acute- 
ness, or, indeed, any limitation even of the field 
of vision. 

But while the ophthalmoscope enables us to 
clear up the diagnosis in. those cases in which 
double optic neuritis is present, and to come to 
the practical conclusion that the symptoms are 
not merely due to hysteria, but that there is 
organic disease, it does not enable us to make a 
differential diagnosis in all cases. 

It must be remembered that double optic 
neuritis is by no means always present in cases 
of intracranial tumour. When, then, the oph- 
thalmoscopic examination is negative,' we are 
still left in difficulty and doubt. 

In cases of this description, the severity of 
the headache is a point of some importance, 
^^^pbseless vomiting, too, especially when it 
occurs first thing in the morning, or is appar- | 


ently due to alterations in the position of the 
head, is a symptom highly suggestive, though 
not by any means certainly indicative, of 
organic disease. Localised epileptiform convul- 
sions, or a. distinct epileptic fit, are strongly 
suggestive of organic disease. Localised para- 
lysis of the cranial nerves is of the greatest 
diagnostic value, for ^wliilo paralysis of* the 
limbs is not uncommon in connection witli 
hysteria, paralysis of the face is rarely, •if ever, 
observed even in hysterical hemiplegia; and 
isolated paralysis of muscles supplied by motor 
cranial nerves, such as tlie facial, is very rarely, 
if ever, hysterical. 

In doubtful cases, a careful study of tlie dis- 
tribution of the paralysis, tlie state of tlie 
reflexes, and, indeed, of tlie whole ner'vous sys- 
tem, together with a careful consideration of 
the progress and course of the case, will gene- 
rally enable the physician to dot;idc whotlior the 
case is merely one of hysteria, or whether, in 
addition to tlie hysterical symiitoms, there is 
not some underlying organic diseasi*.. 

One of the most striking cases, which has yet 
been published, illustrative of the dilliciilty that 
there sometimes is in distinguishing hysteria 
and intracranial tumour, was reported a few 
years ago by J)r A. Hughes Bennett. 

The case is of such interest and importance 
that I make no apology for quoting a large por- 
tion of l)r Bennett’s report in full : — 

Case 1. — Dr A. IluyUcs Bennett's Case of Cerebral 
Tumom% with Symptoms simulatiny Hysteria. 

The patfent, a young lady, aged IG, precocious 
as regards the development both of body and 
mind, whose father, brother, and sister were 
remarkably neurotic in character, consulted l)i 
Bennett on 1st April 187G, complaining chiefly 
of blindness, imperfect hearing, and loss of 
power in the lower extremities. Her mental 
condition had always been peculiar; she had 
exhibited marked erotic tendencies; *'on several 
occasions she had been detected in more thap 
equivocal relations with men, and it is stated* 
that she was at least on one occasion overheard 
making indecent overtures to her own brother. 
She liad been expelled from a Grammar School in * 
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Germany, the offence being so bad that her 
schoolmistress declined to give an explanation 
for her dismissal, and her parents, knowing 
her habits, did not press for a reason. Sub- 
sequently she went to a school at a fashionable 
watering place near London, where her conduct 
was characterised by general misconduct. At 
various times she had fits of laughing and cry- 
ing, and irregular movements associated with a 
nervmis attack. In October 1875, and while 
apparently in good health, she declared that she 
had become completely blind. As this occurred 
immediately after correction for mutinous con- 
duct, and as she had got the reputation of being 
extremely cunning and wilful, the school- 
mistress and others thought she was malinger- 
ing. A medical man called in stated that he 
could find nothing the matter with her. Some 
few days afterwards she completely recovered 
her sight. Tliis still further seemed to indicate 
that her alleged complaint was eitlier intended 
or imaginary. She spent her Christmas holi- 
days at home, accompanying her family to 
evening parties, &c. Slie was then seen by a 
London physician, who stated that she was 
hysterical, and who ordered strict moral control 
and cold baths. On returning to school, which 
it seems she disliked, she again stated that she 
had become perfectly blind, and in addition 
deaf. She continued for some weeks in this 
condition, when her hearing became completely 
restored, but the blindness remained. She was 
attended at different times by several practi- 
tioners, who agreed that the symptoms were of 
an emotional or imaginary nature, and that the 
patient was hysterical, and they ordered appro- 
priate treatment. About February 187G, she 
stated that she very rapidly lost the power of 
her lower limbs, and that she could not walk. 
This, it was supposed, indicated her desire to 
avoid the daily walks which she disliked, and to 
have drives instead ; with this also the deafness 
returned. In this state she continued till 1st 
^pril, \{hen I saw her for the first time. 

‘‘The condition of the patient was then as 
follows : — ^A tail, full grown, highly developed, 
healthy-looking young woman. She stated she 
was quite blind in both eyes. A variety of 


methods were tried to test this, but without 
any definite results*. The pupils were- 
widely dilated, and very sluggish in their move- 
ments. On ophthalmoscopic examination, with 
the exception of the vessels of both discs being* 
very slightly congested, the appearances were 
normal. She also stated that she was com- 
pletely deaf in the right ear and partially sodh 
the left one, so that 'we had to talk loudly to 
be heard. I observed, however, that on some 
days she could hear perfectly well. Examina- 
tion of the ear revealed nothing. She com- 
plained of slight weakness in the lower limbs, 
and that she could walk only with the greatest 
difficulty. On examining them they were found 
of good muscular development. When lying 
on her back motion and sensation seemed per- 
fect, but at times there was hypersesthesia of 
the skin of the legs. When she walked she stag- 
gered and moved about awkwardly, and stated 
she felt as if her legs gave way under her. 
There was no tenderness or abnormal condition 
of the spine. She stated that she suffered fre- 
quently from severe headaches in the occiput, 
which, however, were not constant, and lasted 
only a few hours at a time. The memory and 
intellect of the patient were in no way affected. 
She described all her symptoms with the greatest 
minuteness and exactitude. She had that man- 
ner of exaggerating her ailments so common in 
nervous persons. She cried out if her foot were 
touched, but if her attention were taken away 
from it, firm pressure could be made without 
causing her to wince. The pulse was lOO. The 
extremities were cold and blue. Temperature 
normal. Tongue slightly furred; Bowels con- 
stipated. Appetite good. She had not menstru- 
ated since her illness commenced. Otherwise 
all the systems were normal. On subsequent 
examination there was abundant evidence that 
masturbation was practised to a very great 
extent. 

“ The diagnosis being uncertain, no active 
treatment was adopted. General hygienic and 
dietetic measures were suggested till the case 
had been further observed. The above condi- 
tions remaining, an eminent London physiciar* 
saw the case with me. Epe came to thefcou- 
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clusioj^ that it Vas one of aggravated hysteria, 
and gave as his opinion that little was to be 
done eicept placing^ her under jiidieious moral 
control. A respectable and experienced nurse 
.was engaged to look after her under my direc- 
tion, the patient remaining at home. There 
was no special medicinal treatment except 
occasional simple domestic remedies. She in no 
way improved. Every now and then she had 
attacks lasting from one to three hours, which 
had all the appearances of hysterical fits, in- 
volving shouting, laughing, crying, throwing 
herself about, striking the nurse, etc. On Ifith 
April, her blindness remaining as before, she 
stated that her deafness had so increased that 
she could only hear with tlie greatest difficulty. 
The nurse said that at times she could hear 
quite well. She could now hardly walk, and 
could only with difficulty crawl from one room 
to another with assistance. On four or five 
occasions another physician * saw her with me, 
and after considering her condition from every 
point of view, he was of opinion that it was a 
case of hysteria. On 25th April she became 
restless and greatly excited, chiefly at night, 
and frequently alarmed the household by cry- 
ing out and getting out of bed. Change of air 
and scene were judged desirable, so she was 
boarded in a private house in the suburbs of 
London. The excitement continued to increase, 
till on the 28th there were wandering and delu- 
sions. She was now totally blind, deaf, and 
could not stand or move her limbs. She did 
not know any one, and passed the contents of 
the rectum and bladder in bed. Her appetite 
failed ; she complained of violent headache ; her 
pulse was 140. Temperature could not be as- 
certained. On 1st May she became unconscious 
and wildly delirious, raving chiefly about some 
faults she had committed at school; about 
babies and their birth, tying the umbilical co]’d, 
&c. Pulse, 150. These symptoms continued 
till the 4th, the patient becoming gradually 
• weaker. In the afternoon she appeared quieter; 
and at my visit, about 5 p.m., I found her seated 
in an armchair at the fire. It was obvious she 

* W!li6, like Dr Hughes Bennett himself, was one of the 
firat^thbrities in Emftpe on nervous diseases. 


was very feeble. Shortly after this she became 
suddenly comatose, and in spite of every effort 
to support her strength with nutrients and 
stimulants, she gradually sank at about 2.45 
A.M. next morning. 

" At the autopsy, wdiich I had the greatest 
difficulty in obtaining, Dr Koliert Lee kindly 
assisted me. We found tlie body well nour- 
ished, and all the organs healthy except the 
brain. On removing the •calvarium, the pia 
mater was found deeply congested, and scattered 
over its surface were found live or six tuber- 
cular-looking bodies about the sixe of small 
millet seeds. The vessels on tlie surface were 
greatly engorged with blood. On removing the 
cerebral lobes in thin slices, a tumour was diKS- 
covered in the riglit hcmisjdici’o. On further 
manipulation this mass was found to be about 
the size and shape of a hen's egg, of a dark 
translucent colour, and of nodulated appear- 
ance. It was of soft consistence, highly vfis- 
cular, and on its surface were small extravasa- 
tions of blood. It occupied the medullary 
substance of the middle lobe superior to the 
lateral ventricle, with the cavity of which it did 
not communicate, althougli it caused a marked 
bulging of its roof.'' * 

Several castes have come under my own notice 
in wliich this same dilliculty in diagnosis 
occurred. Two of the most sUiking are as 
follows : — 

Case 2. — OrganiG Ckrrhral Dkcuse, iTreHitviahly 
a Tumour pressing upon the Motor Strands of 
the Internal Capsule, in which the d/i(JkuUy 
of making a differential Diagnosis between 
Coarse " Organic Disease and Ittndional 
Derangement was considerable. 

Miss .A., ajt. 38, was seen twice during the 
early part of 1885 with Dr Strutliers, to whom 
I am indebted for the notes of the early history 
of the case. 

Some five years before I saw her she l)egan 
to* complain of neuralgia affecting tlie upper ami 
middle branches of the fifth nerve on the left 
side. This neuralgia, which varied much in its 
* Brain, vol. i., p. 114. • 
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severity, but neveir entirely left her for any 
length of time, was followed by pain in the 
left side of the head, and later by occasional 
pain in the left arm and left side of the neck. 
During the year 1882 the gait became reeling, 
and there was inability to stand with the eyes 
shut, and nausea. In 1883 clonic tremor on 
movement was noticed in the left arm, and sub- 
sequently, but to a much less extent, in the left 
leg. At this time the knee-jerk was exagger- 
ated on both sides, but especially on the left, 
and ankle clonus could occasionally be elicited 
in the left leg. During the years 1883 and 
1884 the headache gradually became more 
severe, with exacerbations which were accom- 
panied by gastric pains, vomiting, and diarrhoea, 
these paroxysms lasting for a couple of days. 
The left arm and left leg were now distinctly 
weaker than the right, and the patient com- 
plained of pain when these parts were moved. 
On more than one occasion she tumbled, and 
was found lying on the floor of her room ; but 
it was doubtful whether she was on these occa- 
sions unconscious or not. Six weeks before I 
yaw her, she had had an attack of sciatica in 
the left leg, for which she had remained in bed. 
For eighteen months her voice had been weak 
and whispering, but was temporarily restored 
under emotion and excitement. The vocal 
cords were thin and pale, but acted symmetri- 
cally. Vision was stated to be impaired, but 
no changes in the fundus were detected on the 
single occasion on which ophthalmoscopic ex- 
amination was permitted. The handwriting, 
until shortly before my visit, had been un- 
altered. The intellect was unaffected, but the 
patient, who was Uaturally peculiar, had gradu- 
ally become most obstinate, self-willed, and in- 
tractable. It was with great difficulty that 
she could be persuaded to get out of bed, to 
wash herself, or to interest herself in her sur- 
roundings. The nurse stated that on one occa- 
sipn she had noticed the face drawn to one 
side. 

^Che result of my examination was simply to 
corroborate thfe account which has been given 
above. The optic discs were found to be quite 
healthy, and, so far as could be tested by rough 


examination (without a perimeter), there was ho 
limitation of the nsual field in any direction. 
The other special senses and the tactile senri-? 
bility of the skin seemed normal, but the patient 
made complaint of considerable pain when the 
left arm and the left leg were moved, more 
especially in the left hip-joint, which appeared, 
however, perfectly natural. Pain and tend^^- 
ness on pressure were also complained of in the 
left side of the head. The patient was wifSi 
difficulty persuaded to get out of bed, to stand, 
and walk across the room. All these actions 
were- performed feebly, but there did- not appear 
to be any localised leg paralysis* The knee- 
jerk on both sides was exaggerated, but ankle 
clonus could not be elicited. Movements of the 
left arm were attended with a marked rhyth- 
mical tremor, and were distinctly weak. The 
bladder and rectum were normal. The urine 
had on two occasions contained a small trace of 
sugar, but was now quite healthy. The mental 
condition of the patient was obviously most 
peculiar. She spoke in a low whisper, and it 
was with difficulty that she could be persuaded 
to answer the questions which were put to her. 
This appeared to be the result of obstinacy and 
mental perversion, and did not appear to be due 
to any lack of comprehension. 

The pelvic and all the other organs were 
normal. 

The patient continued in much the same 
condition for some months ; then acute cerebral 
symptoms with high temperature suddenly de- 
veloped, and death speedily followed. 

A jpost-mortem examination, unfortunately, 
was not obtained, for the patient (who lived by 
herself, and was independent), anticipating our 
wishes in this respect, had expressly stated in 
her will that the body was not to be exam- 
ined. 

In the next case, in which the hysterical 
symptoms were apparently the first indicatiGns 
of commencing cerebral disease, a correct diag- 
nosis was quite impossible, for therev was 
absolutely no indication whatever of brgani 
brain disease. 
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I. — ^The Differential Diagnosis of Hysteria 
AND Intracranial Tumour. 

(Continued from page 312^. 

Case 3. — Amputation of the Breast for Malig- 
nant Disease; Hysterical convulsions without 
any other Nervous Symptoms ; subsequent slow 
development of Paralysis and Coma ; Cancer of 
the Cerebral Dtira Mater, 

The next case, illustrative of the differential 
diagnosis of hysteria and intracranial tumour, is 
one which I saw with Dr Keith a few years 
ago. The patient, a middle-aged lady, was 
suffering from convulsions. Eight days pre- 
viously the breast had been removed for 
mahgiiant disease (cancer); the progress of 
the wound was in every way satisfactory, but, 
on the evening of the seventh day, general con- 
vulsive twdtchings of the head, trunk, and ex- 
tremities had developed. 

At the time of my visit, some twelve hours 
after the commencement of the spasms, the 
temperature was normal, and the pulse between 
90 and 100. The patient was quite conscious, 
and; with the exception of the spasms, there 
were Abspiutely n(t other signs whatever of 


nerve disease. The attack had come on with- 
out any emotional excitement or other apparent 
cause. The spasms, which were very violent, 
and which had continued uninterruptedly for 
twelve hours, consisted of rhytlimical to-and- 
fro jerkings, in an antero-posterior direction, of 
the head on the trunk, and of syiumetrical 
clonic contractions of all four limbs and of the 
muscles of the back and abdomen. The patient 
was lying flat on lier back, and tlio lower ex- 
tremities were extended. On impiiry into I la*- 
history, it was ascertained that the patient was 
naturally of a sober and unemotional tempinu- 
ment, and that she liad never complained of 
headache, sickness, or other cerebral symptom- 
She had, however, some two years previously, 
while staying in a Continental liotel, got uj) 
through the niglit, and alarmed her friends and 
tlie household by screaming; for tin’s attack no 
cause was ascertained. 

The diagnosis wliicli was formed was that the 
convulsions were hysterical. The patient was 
firmly spoken to, and told that slic could and 
must control tlie spasms; tliat if she did nottlo 
so, the wound would probably break open, and 
her recovery would be interrupted, or, perhaps, 
altogether prevented ; and a mixiure coiiLainiug 
chloral hydrate and bromide of potassium was 
prescribed. 

Under this treatment, the spasms quickly 
subsided; the patient made an uninterrupted 
and speedy recovery, and in the course of a few 
days went home aijparently quite well. 

Some weeks later I learned from Dr Skene 
Keith that paraplegia had developed. I natur- 
ally, though as the result proved erroneouslj^, 
concluded that the paralysis, like the convul- 
sions, was functional in character. 

The subsequent course of the case and the . 
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rei^ort of the post-mortem examination is copied 
from a letter, which Dr Keith received from the 
family physician, and which he kindly for- 
warded to me : — “ Miss -- — died comatose on 
the 18th iust. She gradually became more and 
more paralysed: one faculty after another — 
memory, language, deglutition, and, finally, 
respiration becoming more difficult. I re- 
quested and got a post-mortem. We only 
examined the spinal cord and the brain. 
In the cord (the lower half only was ex- 
amined) there was no trace of any morbid 
appearance, nor in its coverings. In the 
cranial cavity — 1st, the membranes were 
adherent to each other, and the dura mater to 
the calvarium along the margins of the longi- 
tudinal sinus, for about two-thirds of the whole 
extent from behind forwards; 2nd, The sub- 
stance of the brain was perfectly normal, and 
no appeai*ance of disease in the membranes at 
the base was observable ; 3rd, The adhesion of 
the membranes to each other at the part re- 
ferred to, on minute examination, was found to 
be due to infiltration of warty-looking substance, 
which was found also in tlie choroid plexus in 
both lateral ventricles infiltrated in similar 
maimer, and this substance showed under the 
microscope cells of multinuclcar structure and 
of nested character in the meshes of the con- 
nective tissue. I have no doubt this had begun 
before the operation, and tliat the result was in 
no way affected by the operation.” 


II.— Exophthalmic Gronm 
{Continued from page 302.) 

From the description of the clinical history 
of Graves' disease, which has been given in the 
two preceding numbers of these Studies, it is 
obvious that the symptomatology of the disease 
has, of ^recent years, been so fully elaborated 
that we may now be said to possess a very com- 
plete and accurate knowledge of the clinical 
features of the disease. 


The pathology mA, the pathological physiology 
of the affection are ill a very different position. 
I do not think that it is stating the^ case too 
forcibly to say that as yet we have little or no 
positive evidence as to the exact nature of tha 
lesion which is the pathological substratum of 
exophthalmic goitre. Further, we are as yet 
uncertain as to the particular part of the ner- 
vous system which is primarily affected; though, 
as I shall presently point out, there are strofig 
reasons for supposing that the disease is due to 
a “ central ” lesion, which is probably situated 
in the medulla oblongata. A series of carefully 
conducted and exhaustive posfc-mortem exam- 
inations, by skilled and trustworthy experts in 
pathological neurology, are urgently demanded 
in order to clear up the pathology of the disease. 
Unfortunately for pathology, but most fortun- 
ately for humanity and for our patients, the 
disease is not, as a rule, fatal, and the cases 
which do die, do not as a rule die in our darge 
hospitals. It is comparatively seldom, there- 
fore, that the thoroughly skilled observer has 
the opportunity of investigating cases of Graves' 
disease post-mortem, and of endeavouring to 
clear up the pathology of the disease by the aid 
of modern methods of histological research. It 
is eminently desirable therefore that, when an 
opportunity does occur, it should be seized with 
avidity and enthusiasm. The investigation 
which is required in cases of this description 
is a laborious one. The parts which more 
particularly demand attention are the medulla 
oblongata and pons Varolii, the spinal cord from 
its junction with the medulla oblongata to and 
including the upper part of the dorsal region 
(the so called cilio-spinal region of the cord), 
the gangliated cord of the sympathetic in the 
neck, and the cardiac nerves and cardiac ganglia. 
Now, to thoroughly and exhaustively examine, 
by the aid of modern histological methods, sdl 
these different* parts, even in a single case, re- 
quires several weeks, at least, of continuous 
and laborious work. Few men in general prac- 
tice, even if they have the necessary skill in the 
technique and methods, are able to devote 
the time which is required to such a research. 
But the general practitioner is able to afl^rd 
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most v«laable*ai4 in the eluoidatl&n of this and 
TO pathological questions. 

Many of hs,. ^ho are enthusiastic about these 
matters, would gladly embrace the opportunity 
.of making post-mortem examinations in private 
practice. I have myself repeatedly gone long 
distances in order to secure a post-mortem in a 
case in which I was interested ; and although 
I am unable to devote as much time as I could 
tfltm years ago to work of this kind, I am most 
anxious, whenever my other engagements will 
petmit of it, to embrace the opportunity of ex- 
amining post-mortem such an obscure and in- 
teresting disease as exophthalmic goitre. If 
any of my readers, therefore, who are situated 
mthin a reasonable and get-at-able distance, 
will kindly give me the opportunity of making 
a post-mortem in typical cases of exophthalmic 
goitre, cerebro-spinal sclerosis, facial hemia- 
trophy, Friedreich’s disease, pseudo-hypertro- 
phic paralysis, bulbar paralysis, progressive 
muscular atrophy, &c., I shall be very much 
obliged to them. 

With regard to the morbid appearances 
which have been found in the bodies of patients 
who have died of exophthalmic goitre, there is 
little to be said. The thyroid gland is, of course, 
enlarged; its vessels have usually been found 
dilated ; in old standing cases — and most cases 
which die are usually of several years’ dura- 
tion — the connective tissue of the gland is not- 
ably increased, and the proper glandular struc- 
ture more or less encroached upon and wasted. 

In most cases, the heart has been less affected 
than one would have expected. In many cases, 
it is almost normal in size and weight ; in some 
dilated; in others, to some extent, but not 
usually to any marked degree, hypertrophied. 
In a few cases, there is evidence of endocarditis, 
or chronic valvular disease. 

The arteries throughout the body are said by 
some observers to be dilated; and in some 
ca8e8,theircoatshave been described as thickened. 

The orbited fat is usually increased in 
amount ; and it is to this increase, and to the 
dil^t^ condition of the vessels at the back of 
the orbit, that the exophthalmos is usually 
thought to be due. * 


The straight' muscles of the eyeball have in 
some cases been affected with fatty degenera- 
tion. 

The gangliated cord of the sympathetic in 
the neck, and especially the inferior cervical 
ganglion,’ have been said by some observers to be 
sclerosed or degenerated. Other and equally 
good observers have found the cervical sym- 
pathetic perfectly normal. The balance of 
evidence seems to me in favour of the latter 
view. It is, I think, probable that in those 
cases, in which the sympathetic in the neck 
was degenerated or sclerosed, the lesion was 
accidental, or, at all events, not the primaiy 
and true cause of the disease. Further and 
more detailed investigations, by recent histolo- 
gical methods, and by observers who have been 
accustomed to examine tlie sympathetic, in 
conditions both of health and disease, are re- 
quired to clear up this point. As Dr Halo 
White has pointed out, and as I can myself 
affirm, for some few years ago I examined witli 
great care the gangliated cord of the .sym- 
pathetic both in the neck and in the abdomen 
in a large series of different cases, pigmentary 
and fatty changes in tlie nerve cells, atrophy of 
the nerve cells, infiltration with leucocytes, 
and a considerable degree of sclerosis of 
the ganglia, are of common occurrence, and 
are by no means peculiar to exophthal- 
mic goitre or any special form of nervous 
disease. I do not mean to say tliat there is no 
disease in which degeneration or disease of 'the 
gangliated cord of the sympathetic does not 
play an important part. Quito the contrary. 
It is probable, I think, that future investigation 
will show that in many diseased conditions the 
gangliated cord of the sympathetic is impli- 
cated ; and that in some of these, the lesion of 
the sympathetic is perhaps the e8.sential and 
primary change. But, so far as I know, the 
relationship of clinical symptoms and con- 
ditions, with definite morbid lesions in the 
gangliated cord of the sympathetic, has not as 
yet been demonstrated. And in the particulgr 
disease with which I am at present dealing 
(Graves’ ditoase), there are, as I will presently 
point out, reasons for supposing that the 
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gangUated cord of the sympathetic in the neck 
is not the primary seat of the lesion. 

In a recent communication, Dr Hale White 
has described and figured the presence of 
certain morbid changes in the medulla oblon- 
gata in a case of exophthalmic goitre. His 
paper is a suggestive one, and, by directing the 
attention of subsequent observers to the condi- 
tion of the medulla oblongata, will be of great 
value in the elucidation of the subject; but, 
without further corroboration, it may, I think, 
well be doubted if the changes which he 
describes were the true cause of the disease. I 
have more than once found pathological changes 
(recent haemorrhages) apparently identical with 
those which he describes, in exactly the same 
parts of the medulla oblongata, in cases in which, 
so far as I know, none of the symptoms charac- 
teristic of Graves’ disease were observed during 
the life of the patient. It is, I think, quite 
possible that the changes which were present 
in Dr Hale White’s case of exophthalmic goitre 
were the result (of the vascular disturbances), 
rather than the primary cause of the disease. 

The suggestion which Dr Hale White ad- 
vanced in his paper, that the haemorrhages, 
which were evidently recent, were the result of 
structural changes in the nerve tissue of the 
medulla, too delicate to be detected by our pre- 
sent methods of investigation, is a plausible 
theory, confirmation of which must depend upon 
future observations. 

But, be that as it may, the balance of 
evidence, at present acquainted with it, seems 
to suggest that the lesion, whatever it is, 
which is the primary cause of exophthalmic 
goitre is situated in the medulla oblongata, 
rather than in the cervical sympathetic. 

The old view, which has long held the field, 
that the disease is due to irritation of the 
sympathetic, is at first sight plausible. 

Irritation of the sympathetic produces, as 
every one knows, acceleration of the action of 
the heart ; but, as many observers have pointed 
dut, it is*‘difficult to suppose that a mere irritative 
lesion should be so persistent and so continuous, 
as the lesion of exophthalmic goitre undoubtedly 
must be. 


Then again; though irritation* of the sym^ 
pathetic in the neck might produce the pal- 
pitation and accelerated action of the heart, 
which are such conspicuous features of the 
disease, if this is the true cause of this con-# 
dition, other symptoms which are known to 
result from experimental irritation of the cer- 
vical sympathetic in the lower animals, such 
as dilatation of the pupil, ought to be present. 

But, as has been already pointed out, tfie 
pupil is not usually (in fact only rarely and^' 
accidentally) dilated in cases of exophthalmic { 
goitre. 

Again, some of the symptoms, such fpi^ 
example as the dilatation of the blood vesseisi| 
which is said to be present in the disease, 
would appear to indicate a paralytic condi- 
tion of the vasomotor nerves, rather than 
an irritative lesion ; though Benedikt has sug- 
gested that the vascular dilatation may be due 
to an irritative lesion of the vaso-dilator nerves 
which run in the sympathetic. Friedreich, 
on the other hand, has theorised that a para- 
lytic condition of the vasomotor nerves, by 
causing an increased flow of blood through 
the coronary arteries, and therefore to the 
tissues of the heart, may, by producing an in- 
creased excitability of the cardiac ganglia, be 
the cause of the increased cardiac action which 
is such a constant symptom of the disease. 

The results of post-mortem investigation 
seem clearly to prove that, in many cases at 
all events, no obvious lesion is to be found in 
the cervical sympathetic. 

Further, the widespread character of the 
symptoms in cases of Graves’ disease un- 
doubtedly, shows that a localised lesion in the 
cervical sympathetic cannot be the cause of the 
condition ; and so far as t know, it has not as 
yet been shown that the abdominal and oth^| 
portions of the sympathetic nerve-apparati^ / 
are the seat of any definite lesion. | 

The widespread nature of the vasomotefc^ 
changes is highly suggestive of a 
lesion. 

Ballet (quoted byLandolt) has suggested thrft^ 
the disease is due to a paralytic lesion of one hr 
* Sajous’ Annmlf 1889, vol. iv., B., 181, ^ ^ 
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other of the nuclei of the pneumogastric nerve 
in the medulla oblongata. 

Von Graefe’s sign, which is perhaps due to 
defective co-ordination of the action of the 
muscles which produce descent of the eyeball 
and of the npper lid, and the fact that in some 
cases of the disease the movement of con- 
vergence is defective, and that in other cases 
paralysis Of the straight muscles of the eyeball 
(bphthalmoplegia externa) has been observed, 
■ are also suggestive of the presence of a central 
•lesion. 

\ There is, too, some experimental evidence in 
l^our of the view that the disease is due to 
it lesion of the medulla oblongata. Brown- 
S(5quard, Filehne, and Benedikt all claim to 
have produced some of the symptoms of the 
disease by experimental lesions in tlie medulla 
oblongata jof the lower animals. Filehne, in- 
deed, found that in one case a lesion in the 
neighbourhood of the restiform body resulted 
in the production of the three great primary 
symptoms of the disease, viz., increased fre- 
quency of the heart’s action, enlargement of 
the thyroid, and prominence of the eyeballs. 

The theory which has been advanced by 
Mobius, that the primary cause of the disease 
is the lesion of the thyroid gland ; and that in 
consequence of the structural and functional 
changes in the gland, secondary alterations in 
the nerve centres result, which are the cause 
of the numerous other derangements, has. not, 
so far as I know, been accepted by any other 
authority. 

The diagnosis of exophthalmic goitre in 
typical and well-marked cases presents no 
difficulty. In cases of fully developed Graves’ 
disease, the appearance of the jjatient is 
pathognomonic. It is only in the rudimentary 
k ftnd 4ttypical (Jrmte) cases of the disease, 
n which there is neither enlargement of the 
■hyroid nor prominence of the eyeballs, that 
real difficulty in diagnosis should occur. 
Httn irdinary goitre the enlargement of the 
B^roid is usually greater and harder than in 
Graves’ disease ; pulsation and thrills are not 
to be felt over the enlarged gland; while in 
ordinary goitre, increased frequency of the 
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heart’s action (without which it is impossible, 
as I have already stated, to diagnose exophthal- 
mic goitre) prominence of the eyeballs, the 
characteristic tremor, and the numerous* secon- 
dary symptoms, some of which are almost al- 
ways present in every case of Graves’ disease, 
are not observed, or, perhaps, to speak more 
accurately, are only accidentally present. 

It must not be forgotten that when one lobe 
of the thyroid is very much enlarged (in ordin- 
ary goitre), it may, by pressing upon and iiri- 
tating the nerves (sympathetic and vagus) in the 
neck, produce some of the symptoms which are 
characteristic of Graves* disease. Increased fre- 
quency of the heart’s action, and it is said, pro- 
minence of the eyeball on the side on whicli tlio 
sympathetic is irritated, may be produced in 
this manner. 

In such cases, the marked and liard enlarge- 
ment of the thyroid; the absence of thrills 
and murmurs over the enlarged gland; the 
history of the case ; the surroundings, perhaps, 
of the patient (for, as is well known, ordinary 
goitre is much more prevalent — endemic — 
in some districts than in others); the fact 
that the prominence of tlie eyeball would 
probably be unilateral (for it is not likely that 
tlie nerve cords, sympathetic and vagus, on 
both sides of the neck, would be pressed upon 
and involved) ; the presence of other distinctive 
signs of marked irritation of the sympatlietic 
in the neck, more especially of marked dilata- 
tion of the pupil (a condition which, as has 
been already stated, is not present in Graves* 
disease) ; together with the absence of the other 
secondary symptoms, some of which are usually 
present in exophthalmic goitre, would enable a 
careful observer to come to a satisfactory con- 
clusion as to the nature of the case. 

The conditions which are most likely to be 
confounded with rudimentary and atypical 
cases of exophthalmic goitre are functional 
derangement and organic disease of the heart, 
and hysteria. * . 

In all of these conditions, increased frequeiicy 
of the heart’s action, and palpitation, may be 
prominent symptoms. 

But in Graves’ disease, the increased fro- ' 
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quency of the heart’s action is, with some ex- 
ceptions, continuous and persistent, while in 
functional palpitation and hysteria, it is essen- 
tially paroxysmal and intermittent, The sub- 
jective sensations, which are associated with 
ordinary functional palpitation, are too, as a 
rule, much more pronounced than in Graves’ 
disease. 

In doubtful cases, the presence of the follow- 
ing symptoms should be diligently looked for : — 
the characteristic tremor ; pigmentation of the 
skin, flushings and sweatings; diminished 
electrical resistance in the skin ; nervous diar- 
rhoea ; and the other (less important and sug- 
gestive) secondary symptoms, some of which are 
usually present in the atypical and rudimentary 
forms of the disease. 

The age and sex of the patient, the conditions 
which excite the palpitation, the duration of 
the symptoms, and the history of the case, the 
presence of other symptoms and signs of 
hysteria (for in Graves’ disease the hysterical 
symptoms, even when present, usually disappear 
with the development of the disease), and not- 
ably — for this is a very important point — the 
effect of treatment, would probably also afford 
corroborative information as to the true nature 
of the case. 

In cases of organic cardiac disease, in which 
the heart’s action is persistently accelerated, 
physical . signs indicative of a well marked or- 
ganic lesion are almost certain to be present. A 
careful investigation into all the symptoms and 
signs, the history, and the whole circumstances of 
the case, will, in the great majority of cases, 
enable a judicially minded and accurate ob- 
server to distinguish the two conditions (Graves’ 
disease and organic cardiac disease) without 
difficulty. 

The only cases in which real difficulty is apt 
to occur, are those exceptional cases in which 
,G>^aves’ disease is complicated with organic 
cardiac disease. In cases of this description, 
the diagnosis can only, of course, be determined 
by* detecting the presence or absence of the 
other (primary or secondary) symptoms which 
are characteristic of exophthalmic goitre. 

‘ The secondary symptoms^j^j^^^cb are most 


important and siiggestive, have *already been 
detailed in speaking of the differential diagnosis 
of Graves’ disease and functibnaT palpitation: 

prognosis in cases ojE exophthalihic goitre 
has, up to the present time, been a very difficult 
and uncertain matter. 

ExpdKence has shown that the disease is 
rarely acute, either in its onset or in its 
termination (i.g., that the symptoms are seldom 
suddenly developed, and that they rarely rapidlj' 
subside); that in most cases the course of the 
disease is chronic ; that in some cases (Gowers, 
I think, estimates them at a fourth of the 
whole), the disease is completely cured; that in 
a much larger proportion of cases incomplete 
cure, with perhaps temporary remissions and 
intermissions, occurs, the disease lasting for 
several, and it may be for many years; and 
that in other cases (the exact proportion is 
difficult to arrive at and has not been 
accurately ascertained) the disease progresses 
from bad to worse and finally kills the patient. 
I have myself met with five cases in which 
death was directly due to the disease. 

Until quite recently the effects of treatment 
have been anything but satisfactory. It would 
appear, however, that the electrical plan of 
treatment, to which I will presently refer, 
affords much better results, and that, in the 
future, our prognosis should consequently be 
more hopeful. 

In trying to form an opinion as to the 
probable duration and course of any particular 
case of exophthalmic goitre, the following are 
the chief circumstances which should be taken 
into account: — The. age and sex of the patient; 
the rapidity of development, and the length of 
time which the disease has lasted ; the rapidity 
of the pulse ; the severity of the general con- 
stitutional symptoms, more especially the pre- 
sence or absence of emaciation, marasmus, and 
cachexia; the effects of treatment; amd the 
presence or absence of complications. 

Other things being equal, the fact that the 
patient is middle-aged or old is, I think, more 
unfavourable than if she were young, ibis is 
perhaps, in most cases, only another; 
saying that the longer the disease has 
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iii a severe foriii-r-the smaller is the chance of 
recovery or complete cure; for in most cases, 
in which the patient is middle-aged, the disease 
has already lasted many years before the case 
came under observation. * 

Cases are, however, every now and again met 
with in which the disease develops at or about 
the middle period of life (from 35 to 40). As 
I have filready stated in speaking of the 
Stiology, exophthalmic goitre is, in my experi- 
ence, apt to develop later in men than in women ; 
and if I may judge from my own experience, the 
disease is, as a rule, more apt to be severe in 
men than in women; or to state the matter 
more accurat^y, the cases which occur in men 
are usually, I think, severe ; whereas the cases 
which occur in women may be either mild, 
moderate, or severe. Men are much less fre- 
quently affected than women. In my ejj-! 
perience, rudimentary and atypical cases are 
(proportionately to the number of males 
affected) more common in men than in women ; 
and yet the affection is, I think, as a rule, more 
severe in men than in women. The rudi- 
mentary cases in men are, I think, more severe 
than the rudimentary cases, or even the average 
run of fully developed cases, in women. I 
would not, however, lay too much stress upon 
these points. They simply represent tlie im- 
pressions which I have gathered from my own 
experience; and the experience of any single 
observer is necessarily, in such a disease as.<,his, 
far too limited to allow of any trustworthy 
generalisation. 

The more rapidly the disease is developed, 
in a smre form, the worse, perhaps, is the 
prognosis. I am doubtful, however, whether 
very much importance can be attached to this 
point; it would appear that in some cases in 
which the symptoms of the disease have been 
quickly developed, they have also quickly 
disappeared or declined ; in cases of this 
description, it is probable that the symptoms 
were net severe. I am disposed to think that 
when,;' severe symptoms, cardiac end constitu- 
tional, axe developed in the course of a short 
time, the case is likely to be a grave one. 

The y degree of and the 


extent of the enlargement of the thyroid do not 
seem to afford any true criterion as to the 
severity of the case, the length of time it is 
likely to continue, etc. The frequency of the 
pulse is a much surer guide to the prognosis. 
Other things being equal, the greater the 
frequency of the pulse, the greater the severity 
of the case. Vice versd, diminution in the 
frequency of the pulse rate is a favourable 
indication. In cases which recover, diminished 
frequency of the pulse rate is usually the first 
evidence of improvement. Slowing of the 
pulse rate is followed by diminution in the 
size of the thyroid and disappearance of the 
exophthalmos. 

Pregnancy seems to exert a favourable 
influence upon the condition in some cases. 
Charcot emphasises tliis point, and quotes 
Trousseau to the same effect. 

When the characteristic tremor is highly de- 
veloped, the case is usually, I think, more 
severe than when there is no tremor. A high 
degree of general nervousness, profuse sweating, 
frequently recurring nervous diarrhoea, and 
pigmentation of the skin, arc also, I think, 
indicative of the .severity of the case. 

Put perhaps the conditions, which arc most 
unfavourable from a prognostic point of view, 
are profond debility, emaciation, marasmus, 
and cachexia. Asystole, oedema of the feet, 
bronchitis, and oedema of the lungs, which 
are only seen towards the termination of 
bad cases, are, of course, still more unfavour- 
able. 

The manner in which the disease behaves 
under treatment is in Graves’ disease, as in so 
many other affections, a point of the greatest 
prognostic importance, — and is so obvious that 
it need not be further insisted upon. 

The presence or absence of complications 
must always, of course, be taken into account. 
It is impossible to go into details, the exact 
nature of the complication must of course guide 
the opinion in each particular case. 

The indications for treaiment are : — fir^y, 
to remove all causes of excitement, whether of 
body or mind; secondly, to improve the oondi-' 
tion of the general health; and tUrdly to* 
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employ such drug remedies, and other measures 
as experience has shown to be useful and 
salutary. 

Persons suffering from exophthalmic goitre 
should be instructed to lead routine and quiet 
lives ; everything which is found to accelerate 
the action of the heart, to produce palpitation, 
and to increase their general nervousness, should 
be strictly prohibited. It is needless to say 
that over exertion and anything which is likely 
to produce mental excitement should be dili- 
gently avoided and guarded against. In ag- 
gravated cases, and during the more acute 
stages, the patients should be confined to bed, 
or at any rate obliged to spend the greater part 
of their time in the recumbent position. 

The diet should be easily digestible and 
nutritious. All articles of diet which are likely 
to produce flatulence or gastro-intestinal irri- 
tation should be prohibited. Tea, coffee, 
tobacco, and alcohol should be either prohibited 
altogether, or very sparingly indulged in. 

A climate which is neither too cold nor too 
warm is perhaps the most suitable. A long sea 
voyage, provided the patient were not sea-sick, 
would probably be beneficial. 

Stiller, quoted by Sajous (voL, iv. B, 131), 
reports a remarkable amelioration of the symp- 
toms in two cases of exophthalmic goitre by the 
influence of high altitudes. 

All causes of debility should if possible be 
removed. Any uterine or ovarian derange- 
ments which may be present should be attended 
to. 

In those cases in wliich there is much 
anaemia, arsenic, or arsenic and iron, should be 
administered. The effect which iron produces 
on the patient should be carefully watched. 
Some observers have stated that it is apt to 
disagree, but I am satisfied that in some cases 
it is beneficial. 

Arsenic, strychnine, quinine, the mineral 
acids, by improving, the tone of the general 
health and of the nervous system in particular, 
ar3 in soiAe* cases useful ; but so far as my ex- 
perience enables me to judge, they do not seem 
to exert any decided beneficial effect upon the 
diseased condition. 


Of drug remedies, belladonna is perhaps, on 
the whole, the most useful. I believe that 
digitalis, or digitalis combined with iron, is in 
some cases beneficial. Some writers state that 
digitalis is contra-indicated in Graves* disease, 
but in the cases in which I have prescribed 
it, I have failed to observe any prejudicial 
effect. Brower, quoted by Sajous {Annual 
of the Medical Sciences, vol. iv. B, ISl), states 
that he has cured several cases by the ui^ 
of strophanthus ; the dose was at first two 
drops of the tincture, gradually increased 
to ten drops. I have not as yet tried this 
remedy, and consequently have no personal 
experience to offer on the point. Aconite and 
the sulphate of sparteine have also been recom- 
mended; in the few cases in which I have 
tried these remedies, I have failed to observe any 
beneficial effect from their use. Ergot of rye 
has also been said to be beneficial. 

Some years ago Charcot recommended the 
application of icebags to the prascordia; but 
lately he has abandoned this method of treat- 
ment in favour of electricity, which has been 
specially recommended by M. Vigoroux, and 
which has also yielded satisfactory results in 
the hands of numerous other physicians. 

On the whole it would appear that the elec- 
trical plan of treatment is by far the most 
satisfactory which has yet been introduced. 

Vigoroux and Charcot recommend that the 
constant current should be applied to the neck, 
and the interrupted current to the prsecordial 
region. 

In using the constant current, the electrodes 
should bo firmly pressed deep into the neck, 
beneath the angle of the jaw on each side. The 
current may be allowed to pass from five to 
seven minutes at each sitting. Currents which 
are painful are too strong, and care should be 
taken that the current is not so strong as to 
vesicate the skin under the negative yectrode. 
A current which, after it has been allowed to 
pass from five to seven minutes, gently reddens, 
but which does not vesicate the skin, and whicli 
is not painful to the patient, is, for practical 
purposes, the strength of current which |s re- 
quired. 
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The strength of the faradic current should 
be regulated by the sensations of the patient. 
The strongest interrupted current which can be 
comfortably borne may be employed. 

In employing electricity in the treatment of 
exophthalmic goitre, it is well to remember that 
the patients are highly nervous and very easily 
agitated ; it is therefore advisable to commence 
with weaJi currents. As the patient becomes 
accustomed to the treatment, the strength may 
be gradually increased, until the full strength 
of current, wliich it is desirable to employ, is 
used. 



III. — Case of Sensouy “Jacksonian ” Epilepsy, 

IN WHICH A DlSCHATlGING LeSION OF THE 

Half-Vision Centkb in the Occipital Lobe 

PRODUCED Flashes of Light followed by 
Hemianopsia. 

In previous numbers of these Studies^ I have 
more than once referred to the localised con- 
vulsive seizures which result from an irritative 
lesion of the motor region of the brain; and 
which are usually termed attacks of “Jack- 
sonian ” epilepsy. 

These localised epileptiform convulsions are 
of great importance from a localising point of 
view; for, by observing the muscles whiqli are 
first convulsed, we are able to determine and 
localise the portion of the motor grey matter 
which is first discharged in the lit. 

Two very important characteristics of a 
typical attack of localised epileptiform convul- 
sions or “ Jacksonian ” epilepsy are the follow- 
ing there is no loss of consciousness, 

so long, at all events, as the spasms are localised 
and limited to particular groups of muscles; 
and secondly t the muscles, which are first and 
most convulsed in the attacks, are apt, in most 
instances at all events, to become temporarily 
paralysed ; the paralysis is supposed to be due 
to the exhaustion of the motor grey matter 
which is discharged in the frequently recurring 
fits. 


In a future number of these Studies^ I will 
report a very striking case of “Jacksonian” 
epilepsy which came under my observation now 
many years ago, in which a small projecting 
spiculum of bone had produced a very localised 
but irritative lesion in the position of the motor 
centre for the platysma muscle. 

My present object is not, however, to refer 
to the ordinary or motor form of “ Jacksonian” 
epilepsy ; but to state that irritative lesions of 
the sensory organs of the brain may produce 
symptoms which are absolutely identical in 
kind and sequence (the one, of course, being 
sensory and the other motor), with the symp- 
toms which result from irritative lesions in the 
motor area. 

These cases of Jacksonian” epilepsy 

are very interesting, and also of great scientific, 
value, since they enable us to clear up, in a way 
which is difficult by any other means to do, the 
exact function of localised portions of the non- 
motor, or as they are sometimes, though, I think, 
erroneously termed, the non-excitablc regions 
of the brain cortex. 

In the following case an old syphilitic lesion, 
or cicatrix, adherent to the membranes on tlie 
one hand, and to the outer surface of tlic 
occipital lobe of the brain on the other, pro- 
duced a series of recurring Hakes of light, which 
were referred to tlie right eye, and right-sided 
homonymous hemianopsia. The case was 
first seen by me at the Edinburgh Itoyal 
Infirmary, on March 5th, 1887. The clinical 
details, which arc given below, were published 
in the Edinhuryh Medical Journal for August 
1887, page 141. At a meeting of the Mcdico- 
Cliirurgical Society at which the patient 
was shown, I suggested that the symptoms 
were probably due to a syphilitic cicatrix 
pressing upon and irritating some portion of 
the cortical centre for vision. I further stated 
that, because of the situation of the localised 
headache which the patient experienced during 
the attacks, and because of tlie periplieral con- 
striction of the field of vision, which was prjoeent 
in the sound (seeing) halves of the retina, I 
was disposed to think that the lesion might 
probably be situated in the region of tlie 
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angular gyrus (the supposed higher centre for 
vision), rather than in the region of the occipital 
lobe (the part of the brain in which the half 
vision centre is located.) 

The patient was carefully watched for some 
months after the full history of the case was 
published by my friend Dr John Thomson and 
myself, and I am glad to take this opportunity 
of thanking Dr Thomson for much valuable 
assistance, not only on this, but on many other 
occasions. 

When death at last took place (the patient 
during the time that he was under our obser- 
vation was affected with epithelioma of the 
tongue and adjacent parts) we were fortunate 
in meeting with no difficulty as regards the 
autopsy. On examining his brain, we found that 
the membranes were adherent over the outer 
surface of the posterior part of the left occi- 
pital lobe (see a in fig 102, which is erroneously 
numbered 98 in the plate) and over the adja- 
cent surface of the cerebellum. The brain 
substance, for the depth of about a quarter of 
an inch underneath the position of the adher- 
ent membranes, was sclerosed and atrophied, 
and had evidently at one time been the seat of 
inflammatory changes. I have in my possession 
several microscopical preparations, demonstra- 
tive of this point. But my present purpose is 
not so much to refer to the pathological as to 
the clinical aspects of the case. 

I may state, however, before leaving the 
pathological side of the question, that this 
thickened patch of membranes presented no 
appearance of special interest. From the his- 
tory of the case, and the rarity of localised cica- 
trices, other than those which result from 
traumatic injury and syphilis, I am strongly 
inclined to think that the cicatrix in this case 
was syphilitic. In other words, the pathological 
appearances corroborated the diagnosis made 
during life in regard to the presence of a lesion, 
and the nature of that lesion. Further, the 
lesion was, as I had expected, located in the 
visual area.* J[t was situated, however, in the 
occipital region and not in the angular gyrus, 
as I had supposed. 

The other parts of the brain, except those in 


immediate relationship with the cicatricial 
patch of adherent membranes, were absolutely 
healthy. 

The case is a good example of sensory ‘^Jack- 
sonian ” epilepsy. 

It demonstrates that an irritative lesion 
on the outer surface of the posterior part 
of the occipital lobe may produce frequently 
recurring flashes of light in the correspond- 
ing halves of the retina, with which it (the* 
half vision centre) is connected. 

Further, the case proves that the irritative 
symptoms (the flashes of light) which result 
from the discharge of the half vision centre, 
are followed by, and may, while they are oc- 
curring, be associated with, a condition of tem- 
porary (exhaustive) paralysis of the elements 
which are discharged during the attacks. This 
temporary paralysis is manifested externally 
in the form of hemianopsia. 

This case also shows that the half vision centre 
is located on the outer (as well on the inner) 
surface of the occipital lobe. Inmost of the 
(few) cases which have yet been pm^shed, in 
which a lesion of the occipital lobe has j^^uced 
hemianopsia, the lesion has involved the c^fes. 

Further, the case shows that a localised lesih^ 
on the outer and inferior aspect of the occipital^ 
lobe, may produce loss of half vision of all kinds. 
In this case, the colour vision was equally 
affected with the other forms. This is a point 
of some little importance, for it has, if I re- 
member right, been suggested that the half field 
for colours is situated in the upper (and not as 
this case would seem to show, in the inferior 
and outer) portion of the occipital lobe. 

In the original report of the case, which was 
published in the Edinhirgh Mediml Joui^nal, a 
series of chromo-lithograph charts, sh6win^4he 
fields of vision, both during the conditio^qf 
paralysis (hemianopsia) and after recovery fr^. 
it, were given. V\ 

The following is the report of the ca$e : — * 

Sensory Jachordan*^ Epilepsy ; fre^pii^rUly Be- 
curring Flashes of Bed and WTdie, I^^ 

•Copied from the Mi/nMrgh Mediml Jmr^ 

1887, page 141. 



Fig. 98.— The outer surface of the left heiaisphere of the brain, with the dura mater 
attached, in the cstee of sensorj' Jacksonian epilepsy, described in the text 
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referred hy the Pcdient to the Bight Eye; 
temporary Bight-sided Homonymous Hemia- 
nopsia ; the Condition icing presumably due 
to an old Syphilitic (discharging) Lesion of 
• some Part of the Cortical Centre for Vidon 
on the Left Side, 

Considering the frequency with which the 
ordinary (nwtor) form of "'Jacksonian” epilepsy 
(l<jfealised epileptiform convulsions followed by 
paralysis of the muscles convulsed, the result of 
localised “discharging” lesions of the motor 
area of the cerebral cortex) is met with, it is 
not , a little remarkable that so few cases of 
sensory “Jacksonian” epilepsy have been de- 
scribed.* 

The rarity of sensory, as compared with 
motor “ Jacksonian ” epilepsy, may of course be 
due to the fact that localised irritative lesions, 
such as syphilitic deposits, much more fre- 
quently invade the motor than the sensory area 
of the cerebral cortex ; but is probably, in part 
at least, if not altogether, accounted for by the 
fact .that the effects of discharge and exhaustion 
of a motor centre (spasm and paralysis of 
muscles) are much more striking symptoms 
(both to the patient and to the physician) than 
the corresponding results of discharge and 
paralysis of a sensory centre. In other words, 
it is, I think, probable that cases of true sensory 
“ Jacksonian ” epilepsy are more common than 
is usually supposed. , 

It would be impossible to meet with a more 
typical case of sensory “ Jacksonian ” epilepsy, 
than the one which I am about to describe. 

The patie^it, C. W:, aged 63, an old soldier, 
who for the past seven or eight years has acted 
ill the capacity -of an usher in a large boys’ 
school in Edinburgh, presented himself at my 
out-patient Clinic on 5th March 1887, com- 

; * In speaking of sensory “Jacksonian” epilepsy, I, of 

course, exclude, on the one hand, cases of ordinaiy epilepsy, 
in which the discharge begins in a sensory centre (say in 
some part of the visual centre), and is preceded by a sensory 
“ aura ” (say a red light) ; and, on the other, such conditions 
as “ migraine,” in which subjective visual sensations, such 
as flashes of Hght, "indicative of discharge of gray matter, are 
often follQwed by very temporary defects of vision (hemia- 
nopsia) indicative of exhaustion or inhibition of the grey 
mutter which was disohar^d. • 
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plaming of frequent flashes of red and white 
light in the right eye. I may mention in 
passing, that Dr A. Hughes Bennett, wjio was 
present, was much interested in the case, and 
concurred in the opinion which was formed 
regarding it. 

The patient, who is a very intelligent man, 
states that he contracted a chancre in 1848 
(when he was 24 years of age), but that it was 
not followed by any secondary symptoms. Tlie 
same year he was, during tlie Chartists’ riots at 
Northampton, thrown head foremost through a 
shop window ; the head and face were most 
severely cut, there being, he says, as many as 
40 or 50 wounds — a statement which I can 
well believe, for the face and the scalp, whicb 
is bald, are now thickly covered with fine 
linear cicatrices, some of which are fully an 
inch in length. The bleeding which resulted 
from these injuries was excessive, and nearly 
proved fatal — a fact which is not to be 
wondered at when it is stated that tlie* patient 
seems to be possessed in some degree of tlie 
“ htcmorrhagic diathesis : ” all his life he lias 
noticed that slight cuts were followed by pro- 
fuse bleeding ; he lias frequently suffered from 
severe cpistaxis; and an operation which he 
recently went through — removal of a large 
portion of the left side of the tongue for 
epithelioma — nearly proved fatal by secondary 
haemorrhage. 

He enjoyed good health until the year 1863,* 
when he came home from China. During that 
year he suffered, while stationed at Aldershot, 
from severe headache ; the pain was chiefly 
felt over the back and top of the left side of 
the head ; it was very much worse at night ; 
he states that for two inontlis he never got any 
sleep during the night, but was able to sleep a 
little during tlie day. The condition was 
termed by the doctors who attended him 
“ chronic rheumatism of the brain.” A large 
swelling, fully the size of half an egg, whicli 
was tender to the touch, developed on the head, 
at a point which he locates very exactly, about 
1 or inches behind and slightly above the 
left parietal eminence. At this time there was 
also an extensive ulcer (the cicatrix of which 
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still remains and is somewhat serpiginous in 
oixtline, but in no way pigmented) over the 
middle of the left calf. 

During this attack of headache he had a 
severe epileptic fit, which was attended with 
loss of consciousness ; the coma lasted for 
several hours. He has since had three other 
severe epileptic fits of a similar nature. The 
exact date of the second he does not remember. 
The third occurred in the year 1883, and the 
fourth in the year 1884. He does not think 
that the first and second fits were preceded by 
flashes of light in the right eye ; but the third 
and fourth were. 

For the past ten years he has suffered every 
now and again from " attacks of flashings ” in 
the right eye. These attacks consist of a 
series of paroxysms. Each paroxysm lasts for 
a brief period (half a minute to two or three 
minutes). During the paroxysm he sees red 
and white flashes of light, exactly, he says, like 
a magic lantern. He states that the flashes are 
seen with the right eye, (The flashes are 
evidently seen on the right side of the middle 
line, and referred by the patient, as is usually 
the case in discharges of this description, to the 
eye on the side to which they are projected. 
The nervous elements discharged evidently 
correspond to the left half of each retina). The 
pai’oxysms occur with great frequency — every 
five ox ten minutes — and the whole attack 
(consisting of innumerable separate paroxysms 
or . discharges) lasts usually for three or four 
weeks. 

At first these attacks used to occur about 
once a year— latterly, they have been more 
frequent, and have occurred every six or 
seven months. He knows no exciting cause for 
the attacks. 

After the attacks have lasted for some time 
(usually some days), he has noticed that he is 
unable to see objects on his right side. He 
states that he is frequently knocked up against 
people, lamp-posts, etc., in the street in conse- 
^ence of this blindness — a very "striking” 
fact in more senses than one. After the 
attacks of flashings ceased, the loss of vision 
(right 7 sided hemianopsia) also disappeared. 


He has suffered more or less, But at irregular 
intervals, during the past ten years from head- 
ache. The pain is felt over the whole head, 
more especially on the left side, and is chiefly 
referred to a point on the back of the headr 
which is situated behind and above the left 
parietal eminence. There is no localised 
tenderness on skull percussion. There has 
been no vomiting, the optic dis.es are normal 

During these attacks of epilepsy of the visftal 
centre, as they may be termed, he suffers more 
or less constantly from a noise in the right ear, 
resembling, he says, the noise made by a steam- 
engine; this noise is much worse during the 
individual paroxysms of flashings (i.e. epileptic 
paroxysms). 

. In 1886, an ulcer formed on the under sur- 
face of the left side of the tongue. For this 
condition he consulted Dr Ale.x. Miller, who 
admitted him to the Infirmary (in December 
1886), diagnosed the condition as epithelioma, 
and removed the gi’owth by operation. Severe 
secondary hajmorrhage followed the operation ; 
it was restrained with the greatest difficulty, 
and nearly proved fatal. His speech is much 
impaired since the operation ; and an ulcer has 
since formed on the inner surface of the gum 
on the left side, adjacent to the part of the 
tongue which was previously affected. 

On examination, the patient,- who is a very 
intelligent man, was found to be pale, but fairly 
well nourished. Several paroxysms of flashings 
were observed. During the attack, the eyeballs 
were very slightly turned to the right side ; the 
palpebral fissures were slightly narrowed j very 
slight tremors were noticed in the orbicularis 
muscle ; and the eyes had a somewhat vacant 
look, as if the patient was somewhat dazed, or 
was looking without fixation into space. 

No perceptible difference was noticed in the 
condition of the pupil during the attacks. 
During the interval, the pupils were of me- 
dium size, somewhat sluggish in their action to 
light, but brisk in their contraction to accommo- 
dation. 

The colour of tlie face and the character of 
the pulse were not perceptibly altered during 
the attacks. . • 
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At the firat ’visit, the presence of right-sided 
homonymous hemianopsia was determined by 
the “ rough ” method of examination. The ex- 
act measurement of the field of vision, both for 
•white ^d for colours, was subsequently mapped 
out with the greatest care by means of 
M'Hardy’s self-registering perimeter (see peri- 
meter charts in’ Edinburgh Mediccd Journal, 
August 1887, page 144). 

*The perimeter measurements showed com- 
plete right-sided homonymous hemianopsia, both 
for white and colours ; and some peripheral con- 
striction of the sound half fields. 

The field for yellow was proportionately more 
contracted than the fields for blue and red. 

Ophthalmoscopic examination failed to de- 
tect any marked abnormality in the fundus. 
There was no “ word blindness.” Smell, which 
for some years had been less acute in the left 
than in the right nostril, does not appear to have 
been altered during the present attack. 

The heart, kidneys, and. organs generally 
seemed to be healthy. 

Progress of the Case . — Under iodide and bro- 
mide of potassium, the paroxysms of flashings 
soon subsided and the hemianopsia for white 
completely disappeared. The charts represent- 
ing the fields, on June the 6th and 8th, {i.e. after 
recovery from the hemianopsia) were published 
in the original paper. On June 6th there still 
remained some slight peripheral contraction of 
the field for white in the right eye, more especi- 
ally at the upper surface of the nasal half, while 
the area for white extended beyond the nor- 
mal (as it did at the time of the hemianopsia) 
at the lower edge of the same (nasal) half of 
the field for that eye. The green field was 
also still very markedly restricted on the side 
of the former hemianopsia, and the yellow and 
blue fields to some extent contracted in the 
same direction. 

In the left eye, the field for white was 
equal to the normal all round; it extended 
beyond the normal at the lower surface of the 
right half (the side of the former hemianopsia). 
The field for green in this eye was somewhat 
contracted towards the right. 

On 16th June, tlTe visual acuteness was found 


by Dr Lundie, who kindly examined the case 
for me, to be, after correction of refi'actiou, 
normal 

The pupils, which were now very small, con- 
tracted actively both to light and to accommo- 
dation. The headache of which the patient 
formerly complained had disappeared. 


IV. — The Treatment of Tyiuioiu Fever. 

{Continued from page 306.) 

Dr Brand of Stettin, who introduced tlie 
cold bath method of treatment, insists that 
in order to get full benefit from it, the cold 
bathing must be commenced at the begin- 
ning of the attack and thoroughly and sys- 
tematically carried out all through the dis- 
ease. The temperature should never 1x5 allowed 
to I’ise above 102’2° F. ; whenever it reaches 
this, not very high point, it should be again 
reduced by cold bathing. 

Several years ago Dr Brand published the 
following very remarkable results of this treat- 
ment : — 

In two German military hospitals, in whicih 
the cold bathing plan of treatment was 
thoroughly and systematically carried out, 400 
cases of typhoid fever were treated without a 
death. 

In two other German military hospitals, in 
which the treatment was employed, but in 
a less thorough and satisfactory way, the 
mortality was 3'5 per cent. 

While in a number of other hospitals, in 
which the disease was treated without cold 
bathing, in the ordinary way, the mortality was 
26 per cent. 

More recently Brand has published the 
following results of his treatment : — 

Cases treated in family practice — 
death rate, - 0 to 1 per tent. , ’ 

Military hospitals, 8 to 4 „ 

Consultation cases, 8 to 4 „ 

Civil hospitals, - 6 „ 
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lu 1211 cases treated in private practice, and 
in the military hospitals, and the German Poli- 
clinic, in all of which the cold bathing treatment 
was conducted syd:emMtically from the beginning 
of the disease, the deaths only amounted to 1 per 
cent. Of the 1211 cases, only 12 were fatal ; and 
two of these should be eliminated ; for, in one of 
them, the treatment had to be discontinued on 
the sixteenth day on account of arthritis, and 
in the other, the fatal termination was ap- 
parently due to a relapse, the exact cause of 
death not being ascertained.”* 

" Drochon ” (quoted by Sajous) has reviewed 
the statistics of various methods of treating 
typhoid fever. He finds that; 1. By former 
(ancient) methods the mortality is about 17.45 
per cent., but Jaccoud, basing his estimate upon 
80,149 cases collected from all sources, places 
the mortality at about 19.23 per cent. 2. The 
expectant method. Jaccoud, 11 per cent; 
Pdter, about the same, 10.2 per cent.; in 
1882-83, about the same; in 1882-83, he had 
127 cases with 15 deaths, a mortality of 10.2 
per cent. Dujardin-Beaumetz, 12 per cent; 
Bouchard, 15 per cent. Finally, Drochon has 
collected from the records of the Paris hospitals, 
3,240 cases, with 405 deaths, or about 12.5 per 
cent. 3. The method of Brand, 6,185 cases, 
with 314 deaths, a mortality of 5.1 per cent. 
4. Mixed methods. In 780 cases the mortality 
was 9 per cent. 

Now, these statistics are certainly very re- 
markable. Statistics are proverbially unreliable; 
figures may doubtless be twisted and manipu- 
lated in various ways; and for the determination 
of many medical questions statistics are 
apt to be deceptive. But as regards this 
particular question, the percentage mortality 
which follows difierent plans of treating typhoid, 
I cannot myself see any reason for objecting to 
the statistical method — provided only that the 
figures are sufficiently large to eliminate any 
chance errors, and that the statistics hate been 
compiled by trustworthy and reliable men. So 
far as, I ahriable to judge, both of these condi- 
tions have been amply fulfilled in the particular 
statistics to which 1 am now referring. I can- 
* * (Styoua, 1889, voL i, H. page 62.) ' 


not come to any other conclusion than this, th8it‘ 
a comparison of the results of different rhethods 
of treating typhoid shows that the cold bath^’ 
treatment, if systematically and thoroughly 
carried out according to Brand’s directions, is* 
attended with very striking results — with a 
wonderfully small mortality compared mth 
other methods of treatment. 

Many other observers, in addition to those 
already quoted, speak in the strongest possible 
terms of the advantages of the cold bathing 
method of treatment. 

Eicheaux, who has treated 76 cases by 
the ordinary methods, and 38 cases by the 
method of Brand, with a mortality in the first 
series of 10, and in the second of 5-25 per cent, 
says, “typhoid cases present an entirely dif- 
ferent aspect since the methodical employment 
of cold baths. Medication by cold baths is not 
to be classed as part of ordinary treatment. It is 
a true method, applicable to almost all cases, and 
which produces in almost all positive advan- 
tages, and which is only rarely contra-indicated. 

Wilson in summing up his admirable resumi of 
Gldnard’s article (in Sajous’ Annual of the Uni- 
versal Medical Sciences, to which I am indebted 
for so many of the foregoing statements), says, 

“ Such is the treatment of typhoid fever by cold 
baths. When cases of typhoid fever are treated 
from the beginning by this method, the malady 
is as monotonous for the physician as for the 
patient. Neither the one nor the other has 
misgivings concerning the cure, which comes 
to pass without incident after a number of 
baths varying from sixty to one hundred, and 
after a duration of the fever of from seventeen 
to twenty-five or thirty days. If the duration 
be less than seventeen days, the fever must be 
regarded as having been a gastric fever. The 
advantages of the treatment consists in the 
reduction of the duration of the disease to its 
minimum, and in doing away with the con- 
valescence, which is often so prolonged. 

Dr Cayley, who has probatly had a much 
larger experience of the cold bathing plan of 
treating typhoid fever than any ohe elsa in 
this country, speaks very favourably of it.. ' 

He seems, however^ to thi^ that relapsas are 
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i^ore common ‘after it, than after the ordiaary 
methods of treatment. At all events, this was 
j^he opinion which he expressed at a debate 
on the* treatment of typhoid, which was held in 
iiOndon a few years ago.^ 

In the course of that debate, the opinion was 
expressed by more than one of the leading 
speakers, that the cold bathing plan of treat- 
ment is by*ao means free from danger. It was 
siffeested that it is apt to produce pulmonary 
complications, such as collapse of the lung, and 
perhaps other grave results, such as sloughing 
and perforation of the intestine. The experi- 
ence, however, of the German and French 
V physicians, who have treated large numbers of 
cases by Brand’s method, seems to have shown 
that such fears are groundless. Indeed, one of 
the advantages which is claimed for Brand’s 
method is that it prevents pulmonary complica- 
tions, perforation of the intestine, &c. 

One of the chief objections which have been 
urged against the adoption of the cold batliing 
plan of treatment, as the routine and ordinary 
(everyday) method of treating typhoid fever, is 
the practical diflficulty that there is of carrying 
it out, more especially in private practice. That 
this objection is not, however, a very serious one 
seems amply proved by the experience of Brand 
and numerous other continental observers. As 
a writer (whose name I am obliged to omit, for 
I have unfortunately mislaid the reference) has 
recently pointed out, it is perfectly certain that 
if the remarkable results which Brand and 
numerous other observers, who have thoroughly 
and methodically carried out this treatment, 
have obtained be accepted as accurate, — and, as 
has been already stated, for my own part I see 
no reason whatever for doubting their strict 
accuracy and truthfulness — the comparatively 
trifling difficulties of carrying out the cold bath- 
ing plan of treatment should not be allowed for 
a moment to stand in the way of its adoption, in 
private as well as in hospital practice. With a 
little experience, management, and determina- 
tion, the practical difiiculty of carrying out the 
cold bathing method will, in the case of better 

* The debate is report^^in the British Medical Journal of 
November 27th, 1880, page 349. • 


class patients at all events, bo easily enough 
overcome. Provided that a couple of good 
nurses, who have had experience in Brand’s 
method and are able to carry it out satisfactorily, 
can be procured— one for the night and another 
for the day — the practical difficulty of employ- 
ing it in private practice will be reduced to a 
minimum. It cannot bo doubted that, if tho 
public once come thoroughly to realise and 
understand the enormous advantages which 
attend the cold bathing plan of treatment— tlio 
facts that under this method of treating typhoid 
fever, the mortality is reduced to one half, 
and the dangers of the disease reduced to a 
minimum — that it will insist upon being 
treated by Brand’s method. One great ob- 
jection, perhaps the greatest objection, which 
we have to face in trying to carry out tlie cold 
bathing plan of treatment in tliis country at 
the present time, is tlic prejudice which exists, 
both in the public and professional mind, 
againsta mode of treatment wliich is so novel,and 
apparently so much opposed to our ordinary 
methods of dealing with tho disease. Once this 
I prejudice is removed — oncie the results which 
I Brand and others, who advocate the adoption ol. 

I this method as the ordinary, ro\itine, everyday, 

I plan of treating typhoid fever, are accepted as 
I accurate — the practical difficulty of carrying 
out the method in private as well as in liospital 
practice will, to a huge extent, disii]>i)ear. 

The results which Brand and his followers 
have publislicd are so remarkable, that it is very 
desirable that those physicians in tliis country, 
who have the opportunity of treating a large 
number of cases of typhoid fever (hospital and 
workhouse physicians) should give tho method 
a fair trial. 

Before the method can be at all generally 
adopted in private practice, tlie profession 
requires to lie satisiied as to its advant- 
tages. If it be granted that the results 
obtained by Brand and others are truthful and 
accurate, the method ought clearly to be 
adopted as the ordinary method of treating tne 
disease. Once the method is adopted by the 
profession generally, there will be no difficulty 
in procuring a sufficient supply of capable* 
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nurses who have had experience of it. The 
demand has only to be made, and the supply of 
capable and experienced nurses able to carry 
out the treatment in all its details, will of 
course be forthcoming. 

The next question to which I wish to refer in 
connection with the treatment of typhoid is the 
administration of stimulants. Until compara- 
tively recently, alcoholic stimulants used to be 
freely given in most cases of the disease, but of 
recent years, the advisability of administering 
large quantities of alcohol as a matter of routine 
in cases of typhoid fever has been condemned 
by almost every authority. So far as I know, 
almost everybody now thinks that alcoholic 
stimulants should be reserved for the later 
period of the disease, and should only be given 
in large quantities in those cases in which there 
are special indications for their use. In the 
great majority of cases of typhoid, alcoholic 
stimulants are uncalled for during the earlier 
stages of the disease ; it is only when the heart 
begins to fail and the pulse becomes markedly 
weak and dicrotic that alcohol should be ad- 
ministered. And in many cases of this kind 
it is perhaps doubtful if alcohol is the best 
form of stimulant which we possess. In many 
cases of typhoid fever — more especially in mild 
cases; in cases occurring in young healthy 
persons, possessed of a large amount of reserve 
force ; and in cases which have been from the 
first methodically and systematically treated 
by cold bathing — alcoholic stimulants may be 
uncalled for through the whole course of the 
disease. 

The very essence of modern methods of 
treating typhoid, and especially of the cold bath- 
ing plan of treatment, is to prevent the develop- 
ment of those conditions which call for the 
administration of alcohol. But while alcoholic 
stimulants are in many cases unnecessary, there 
can be no question whatever that their judi- 
cious administration is, in some cases, attended 
with the most beneficial results. 

•In tre^tting typhoid, our object should be to 
prevent the development of those conditions 


which demand the administration of alcoholic 
stimulants ; but, when those conditions do arise 
— when alcoholic stimulants do seem indicated 
— there should be no hesitation; brandy oi’ 
some other form of alcohol should be freeljf 
given in accordance with the special require- 
ments of the case. 

In considering the advisability of administer- 
ing alcohol in any particular cas^, we must 
take into account, the age and condition of tRe 
previous health of the patient; his previous 
habits as regards alcohol ; the stage of the 
disease; and, especially, the condition of the 
heart and pulse, and the way in which the 
symptoms behave under the administration of 
the remedy, whether the alcohol produces 
an obviously beneficial effect or not. 

In young and previously healthy patients, 
alcohol may not be required throughout the 
whole course of the disease ; whereas in older 
persons, and especially in those debilitated by 
previous disease, whose hearts are weak, whose 
vasomotor nerve tone is low, in those, in short, 
in which the stock of reserve force is small and 
speedily used up, abundant alcoholic stimulation 
may be very beneficial. 

Persons who are accustomed to use alcohol 
freely, when in health, require, of course, to be 
more largely stimulated than those who are 
unaccustomed to its use. Those who are 
accustomed to use alcohol freely when in 
health, do not readily respond to alcohol, when 
attacked with fever. In order to produce 
any beneficial effect in such cases, the alcohol 
must be given in big doses, and frequently 
repeated. 

The special indications for the administration 
of alcoholic stimulants are : — Great debility ; a 
very rapid and feebly acting heart; a weak, 
small, and dicrotic pulse ; symptoms embraced 
under the common term, the typhoid state ; and 
tlie presence of pulmonary or other serious 
complications. During the debility of con- 
valescence alcoholic stimulants are often also 
eminently beneficial. 
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I — The Treatment of Typhoid Fever. 

( Continued from page 328.^ 

In giving alcoholic stimulants in cases of 
typhoid it is very important, as I have already 
pointed out, to observe the effect which the 
remedy produces — wliether that effect is dis- 
tinctly beneficial or not. This is, I think, more 
especially necessary when alcoholic stimulants 
are given during the so-called typhoid state. 
I am satisfied that while in some cases in which 
profound nervous symptoms (the typhoid state) 
are prominent, alcohol is beneficial, in others it 
is injurious. Now, so far as I know, it is not 
easy or possible to lay down any very definite 
guides for the administration of alcohol in such 
cases — ^it is not easy or possible to say that in some 
cases, in which the patient passes into the so- 
called typhoid condition, such and such symp- 
toms ai’e present, and that then alcohol is 
indicated ; whereas in other cases in which the 
patient passes into the so-called typhoid state, 
other symptoms are present which contra- 
indicate the administration of alcohol. So far 
as I know, the only satisfactory and really 
practical guide is, ihTsuch 43 ases, the effect which 


the alcohol produces ; and especially the effect 
which it produces upon the heart and pulse. 
If the condition of the heart and pulse and the 
general state of the patient improve, the alcohol 
should be repeated, and, if necessary, be ad- 
ministered in still larger doses. 

Many different kinds of stimulants may of 
course be given in such a disease as typhoid fever; 
and in choosing the particular kind of stimu- 
lant which seems to be specially fitted for the 
circumstances of each particular case, wo must 
of course have clear notions as to the effect 
which the stimulant is likely or calculated to 
produce. 

As I have already more than -once pointed 
out, the very essence of our modern method of 
treatment of typhoid, and especially of the cold 
bathing plan of treatment, is to moderate the 
pyrexia, and to prevent the exhaustion of the 
nervous energy, and of the cardiac force which 
the long continuance of high fever must neces- 
sarily produce. 

One of the greatest dangers which we have 
to guard against in the treatment of typhoid 
fever is the failure of the action of tlic heart. 
All measures which prevent cardiac exhaustion, 
which preserve the reserve force of the nervous 
system and of the heart, which prevent the 
occurrence of hyaline and other degenerative 
changes in the cardiac muscle, are consequently 
valuable. 

Strychnine is a very valuable cardiac tonic, 
and is eminently useful when given in small 
and freipiently repeated doses in a long con- 
continued febrile disease, .such as typhoid fever. 
I have already stated that my friend -Or John 
Macdougall, for whose opinion, experience, and 
judgment I entertain the very highest esteem 
and respect, has obtained very favourable re-. 
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suits from the combined administration of 
strychnine and antifebrine. Digitalis and stro- 
phanthus may also, I believe, be given with ad- 
vantage in some cases. The effect, of digitalis, in 
particular, requires, however, to be carefully 
watched. Some authorities state that its ad- 
ministration is apt to be attended with injurious 
or even dangerous results, in cases in which the 
cardiac muscle is structurally degenerated, as 
it is in the later stage of a severe attack of typhoid 
fever. For my own part I feel satisfied that I 
have repeatedly seen injurious results from 
the administration of digitalis in cases of 
ordinary fatty heart (anaemic heart, true fatty 
degeneration, disease of the coronary arteries, 
&c.) ; but I feel equally sure that I have, in 
many instances, obtained very valuable thera- 
peutic results from the administration of the 
di-ug in diseases such as acute croupous pneu- 
monia and typhoid fever, in which, during the 
course, and as the result of a long continued 
process of pyrexia, failure of the action of the 
heart has arisen. 

When sudden failure of the cardiac action 
occurs, and in those cases in which it is desir- 
able to produce more rapid and energetic stimu- 
lation than can be obtained by the remedies 
which have just been mentioned, brandy, am- 
monia, and ether must be had recourse to. 
Musk is also recommended by many autho- 
rities. 

With regard to the channel through which 
these remedies should be administered, one may ; 
give them either by the mouth or by the rectum. 
In typhoid fever, in which there is such a 
strong tendency to diarrhoea, and in which it 
is desirable to avoid every possible source 
of intestinal irritation, the former channel is 
preferable. 

When still more rapid and immediate stimu- 
lation of the heart is required, the subcutaneous 
injection of ether, strychnine, or some of the 
other remedies which have been mentioned 
above, is a most valuable and important means 
of«treatmcnt. 

The next and last point to which I wish to 
refer, is the treatment of some of the more 
important individual symptoms. 


JWaTrAcBa requires to be restrained wheti it 
is excessive. A certain amount of diarrhoea js 
probably beneficial, since it helps to get rid of 
the intestinal sloughs. It is difficult to Ihj* 
down any hard and fast rule as to what con-* 
stitutes an excessive diarrhoea ; much will, of 
course, depend upon the copiousness of the 
evacuations; and each case requires to be 
judged on its own merits. But^ speaking 
generally, it may be said that, so long as thefe 
are not more than two or three or four motions, 

I in the course of the twenty-four hours, special 
drug remedies, for the restraint of the diarrhoea, 
are not required. 

In endeavouring to restrain the diarrhoea of 
typhoid fever, we have, as I have already 
mentioned, to pay particular attention to the 
dietary, and see that the diarrhoea is not due to 
the passage of undigested curds into the in- 
flamed and ulcerated intestine. 

Amongst drug remedies, opium and morphia 
are the most important. I am satisfied that I 
have repeatedly seen great benefit in typhoid 
fever from the administration of starch and 
opium enemata ; but opium may be given by 
the mouth, or morphia may be administered 
subcutaneously. 

Salicylate of bismuth, as has been previously, 
mentioned, is a valuable remedy for the 
diarrhoea of typhoid. It probably acts not 
only as an astringent, but also as an anti- 
septic, exerting a cleansing action upon the 
sloughing and ulcerated gut. This is a point 
in the treatment of typhoid fever which is 
undoubtedly of considerable importance. There 
can, I think, be no question that some of the 
symptoms of the disease, and especially the 
irregular febrile disturbances — the ups and 
downs of temperature, which are in some cases 
attended with profound constitutional disturb- 
ance and sweating — are due to the absorption 
into the blood of poisonous (septic) materials 
from the ulcerated intestine. The admini- 
stration of remedies, therefore, which prevent 
sepsis, and which tend to produce healing of 
the intestinal ulcers, is, more especially after 
the separation of the sloughs, likely to be 
beneficial. A drop ef carbolic acid with^two 
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drops of tincture of iodine given in a little 
simple syrup, or syrup of orange, every three or 
four hours is strongly recommended by some 
.^authorities (See Sajcms, 1889, vol. i. H, page 62). 
f:,Hydronaphthol, sulphocarbolate of sodium, or 
minute doses of corrosive sublimate, have been 
also recommended for the same purpose. Pos- 
sibly menthol, given with a little castor oil, 
or dissolved in spirits of chloroform or tincture 
ef cardamoms — a combination which I have 
found useful in some cases of flatulent dys- 
pepsia and dilatation of the stomach — may be 
useful in the same way, but as yet I Imve had, 
no actual experience of its effects. Washing 
out (lavage) of the rectum with pure cold 
water is recommended by some authorities. 
In some cases of typhoid, turpentine is useful. 
Ten drops given every three or four hours 
seems in some cases to exert a beneficial in- 
fluence, not only upon the condition of the gut, 
but also upon the general state of the 
patient. When there is reason to suppose that 
the diarrhoea is due to the presence of curds or 
other irritating materials in the intestine, an oc- 
casional dose of castor oil, with or without a 
few drops of laudanum, is often very bene- 
ficial. 

In those cases of typhoid in which there is 
comtipation, the administration of castor oil 
or some other mild laxative is desirable. Some 
authorities recommend calomel in typhoid, 
but I have no personal experience of its 
effects. 

Tympanites should be treated by the admini- 
stration of opium or morphia, turpentine, and 
perhaps menthol given internally; by the 
application of turpentine stupes to the surface 
of the abdomen ; or by drawing off the gas by 
means of a long tube introduced into the 
rectum. Dr T. J. Maclagan has recently pub- 
lished some cases in which the last named plan 
of treatment seems to have been beneficial 
(Lancet, March 8, 1890, page 537). 

Hcemorrhage from the intestine should be met 
by the application of icebags or cold com- 
presses to the abdomen, the subcutaneous in- 
jection of ergotine, the internal administration 
of opium and hazeli^ie ; and, where the haemor- 


rhage is profuse and death from collapse 
appears to be imminent, by the free admini- 
stration of alcoholic or other stimulants. 

Perforation of the intestine is an accident 
which is fortunately comparatively rare; but 
which, when it does occur, is almost uniformly 
fatal. Should perforation occur, probably the 
best thing we can do is to administer opium or 
morphia in as large doses as can be satisfactorily 
borne ; to apply an icebag to the surface of the 
abdomen ; and when the collapse is profound, 
to endeavour to prevent death by the admini- 
stration of stimulants. Surgical interference has 
not, so far as I know, been attempted in such 
cases ; and, looking at the conditions which are 
present, it does not seem probable that opera- 
tive interference would be likely to be attended 
with success. The chances of unaided recovery 
from perforation in typhoid are, however, so 
exceedingly small, that any method of treat- 
ment, however desperate it may for a priori 
reasons appear to bo, should not perhaps bo 
absolutely condemned before it has had a 
chance. 

There arc several other points connected 
with the treatment of typhoid fever to which 
I had intended to refer, but the space which the 
subject has already occupied in the present 
volume of the Studies is so considerable, that I 
am reluctantly compelled to omit their con- 
sideration. 


IT._Case of Epilkfsy; Trephining; with 
Unsuccessful Eesult. 

Boy ; aged Sjr ; April 3, 1889. 

This, gentlemen, is a case of some interest, 
The patient is a boy, an inmate of the Stirling 
County Asylum, whom I was asked to see a few 
weeks ago, on the recommendation of the Coiji- 
missioners in Lunacy, with the object of advis- 
ing whether the operation of trephining should 
be performed or not. 
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The patient has suffered from severe and 
frequently recurring epileptic fits for the past 
year and a-half. He was admitted to the 
Asylum in October 1888, on account of epileptic 
fits and mental derangement (dementia) asso- 
ciated with them. 

It appears that when the boy was two years 
old, he fell off a table and severely injured the 
left side of the forehead; a large scar still 
remains at the seat of the injury, and the bone 
under the cicatrix is distinctly depressed. (The 
position of the scar is shown in fig. 103.) He 
was not rendered insensible by the fall; and 
according to his mother, he manifested no 
mental peculiarity until after the fits, from 
which he is now suffering, commenced. 

He had his first fit in October 1887 ; and 
since that date he has continued to take 
fits almost daily. The fits are very severe; 
as a rule, he has several every night; and 
drug remedies, such as bromide of potassium, 
have failed to produce any beneficial effect 
upon his condition. 

Soon after the fits commenced, a marked change 
was observed in his mental condition ; and he 
is now almost completely demented. From the 
condition which he presents to-day, it is im- 
possible to draw any accurate conclusion as to his 
usual mental condition. To-day he is suffering 
from the effects of large doses of bromide of 
potassium. When I saw him a fortnight ago 
at the Asylum, his appearance was altogether 
different. His expression and appearance were 
then remarkably bright and intelligent. (See fig. 
104, which is copied from a photograph taken 
after his recovery from the operation. His 
appearance before the operation, and before he 
was dosed by the bromide, was quite as bright 
and intelligent as it is in fig. 104.) He was in 
fact quite unusually bright and intelligent- 
looking for a confirmed epileptic; and this 
peculiarity in the case is all the more remark- 
able since his mental condition is profoundly 
deteriorated. In fact, he seems to be completely 
d^mente^i, to be almost without any mind at 
all. 

While in the Asylum at Larbert,he had been 
^ for a time actively treated with bromide of 


potassium, but without benefit ; ’the drug had 
not, however, been given in very large doses; and 
it appeared to me that, before submitting hhn to 
operation, it would perhaps be well to give him* 
larger doses of the bromide than he had# 
previously taken. He has accordingly had 
twenty to thirty grain doses three times 
daily for several days. The fits have certainly 
not been quite so frequent, but they have still 
continued; the remedy has failed, even in 
these large doses, to restrain the condition. 
But while the effect on the epileptic condition 
has been comparatively trifling, the general 
effect has been most disastrous. You have only 
to look at the patient (see fig. 103, which was 
taken on the morning of his visit to the 
Clinic), to see that he is exceedingly ill. He is 
scarcely able to stand ; his eyes are half closed ; 
he can hardly be roused to take notice of any- 
thing ; the saliva is dribbling from his mouth ; 
and a gummy exudation is present at the angles 
of the orbits ; for the past day or two he has . 
scarcely eaten anything; there is a bromide 
rash on the surface of the body. The 
boy is, in fact, suffering from poisoning by “ 
bromide of potassium; and it would, in my 
opinion, be dangerous to continue the remedy 
any longer. It has certainly been pushed to 
its utmost limits, and that, you will observe, 
without restraining the epilepsy. 

Under these circumstances, the question 
comes to be, whether anything more can be 
done ; whether' the operation of trephining is 
likely to relieve the condition or not. I have 
advised that the operation should be performed; 
and Mr Oaird has kindly consented to admit 
the patient under his care, and to see whether 
surgical interference will produce any beneficial 
effect. I cannot, however, say, that I am 
sanguine as to the result. In this case, the 
operation may be said to be an experimental 
one. The presence of the well-marked cicatrix 
and the obvious depression of the bone, over 
the tip of the left frontal lobe, suggests the 
possibility that the epileptic condition may 
have its starting-point in the presence of a 
cicatrix or projecting spiculum of bone, which 
is irritating the surface of Ahe brain. 




Fig. 103, — The ease of epilepsy and dementia desciriluMl in the te.xt. The drawinj^^ 
is copied from a jdiotograph which was taken on tlie day of the ]>atiejit’s admission to 
hospital. The semi-comatose condition proiluc^ed by the large doses of hrorriidt* of i)ot}isKium 
is very aj)par(»nt. The* depr(‘ssed cicatrix on the l(*ft side af tin* for<*head is w(‘ll sec*n. 




Fi(i. 104. — Tlu* (lasc uf «*|>ili*psv ainl (UMiHMitiii in tin* Uixt. I in* pliotn- 

grapb was taken aftoi* llie o)M*rati<>n. The .s(*iniliinai’ (*-i<*-atrix hift i\y tin* n|mi‘atioii is 
distinctly visible. The bright and intelligent (^x}>r(?ssion ol the j)atient, t«> which 
refercnict^ is nuide in the text, is well shown ; it eontiasts nanarkahly with the si*nn» 
comatose c,ondition repres(*,nt(‘d in Fig. 108. 
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Tbis is a possibility, but there is nothing 
to show definitely that it is even a probability. 
The epilepsy did not show itself until five years 
after the injury. There is no tenderness on 
percussion over the region of the cicatrix. 
There has been neither headache nor vomiting ; 
and there is no optic neuritis ; in short, there 
are no symptoms and signs of a "coarse" 
intracranial lesion. The fits do not always 
•commence in "^the san:e way, as one would 
expect them to do, if the epilepsy were due to a 
localised irritation starting in a particular part 
of the brain. In particular, it is important to 
note, that at the commencement of the attack, 
the head and eyeballs are not always turned to 
the same side ; they are sometimes turned to 
the right and sometimes to the left ; and the 
convulsive spasms are sometimes worse on the 
right and sometimes worse on the left side of 
the body. 

The only symptom which may perhaps be a 
" localising " symptom, and which is suggestive 
of a lesion of the frontal lobe, is the profound 
mental deterioration (the dementia) ; one may 
of course have profound dementia after a 
long continued and severe epilepsy ; but sucli 
profound dementia as is present in this case, is 
seldom produced so rapidly as it has been hei*e. 
The case is also peculiar in as much as the 
profound dementia is associated with a re- 
markably bright and intelligent expression. 
Now, whether the mental aberration (the 
profound dementia), and the peculiarity to 
which I have just alluded are the result of a 
localised lesion in the frontal lobe or not, it is 
impossible, I think, to say. The dementia may 
be merely the result of the epilepsy ; but it 
is suggestive of a local lesion in the frontal 
lobe. 

Observers are agreed that the frontal lobes 
are the seat of the higher mental faculties, and 
lesions of the frontal lobe may undoubtedly be 
followed, in man, by marked mental impairment. 
It is quite possible, therefore, that the pro- 
found* mental deterioration in this case may 
be the result of a lesion of the left frontal 
lobe. 

This is, howeverponly a possibility, suggested 


rather by the presence of the cicatrix over the 
frontal bone at a point superficial to the anterior 
end of the left frontal lobe, than by the presence 
of other symptoms indicative of a local lesion 
in this part of the brain. 

The anterior end of the frontal lobe, the praa- 
frontal lobe as it is termed, is, as you are 
aware, non-motor. Electrical irritation of the 
anterior surface of the frontal lobe is not 
followed by localised muscular contractions, — 
but irritation of the posterior end of the upper 
frontal convolutions produces conjugate devia- 
tion of the head and eyes to the opposite side. 
Now, if the epilepsy in this case were the result 
of an irritation starting in the forepart of the 
frontal lobe, one would certainly expect that tlie 
spasm would commence always in the same 
manner, and that at tlie commencement of the 
spasm the head and eyes would always bo 
turned to the opposite — the right side. Such 
is, however, not the fact. For this and the 
other reasons which I have already mentioned, 
I feel doubtful as to the presence of a lesion 
under the superficial cicatrix. 

I have advised an operation, but as I have 
already said, it will be an experimoutal 
one. 

The reasons which have induced me to 
advise an operation hi this case are these: — 
The epilepsy 'is very severe; it has produced 
profound mental deterioration ; drug remedies 
have failed to produce any beneficial ellect; 
there is a distinct depression of the frontal 
bone at the se.at of the previous injury; 
there may possibly be a lesion on the surface of 
the brain, beneatli the external depression; 
and if there is such a lesion, it perliaps may 1)0 
the cause of the epilepsy. At all events, it is, I 
consider, advisable to give the patient the benefit 
of the chance. I see no hope for him under any 
other plan of treatment, but, for the reasons 
which I have already given, I feel very doubtful 
if the operation will I)e attended with success or 
not. 

Note on the subsequent course of the oase . — ;Tho 
patient was admitted to the Infirmary under the 
care of Mr Caird. In the course of a week or 
ten days he had completely recovered from th^ 
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bromism. The skull was trephined at the re- 
gion of the old injury. A marked depression on 
the outer surface of the frontal bone, to which the 
skin and scalp tissues were adherent, was found 
to be present. The inner surface of the bone 
was perfectly healthy. The external surface of 
the dura mater was healthy. The dura mater 
was opened; its inner surface, the subjacent 
soft membranes, and the portion of brain which 
was exposed, all appeared to be healthy. 

The patient made an excellent recovery, and 
in the course of a few days was, so far as the 
effects of the operation were concerned, perfectly 
well. 

The operation failed to produce any bene- 
ficial effect upon the fits. After a few weeks 
residence in hospital, the patient was sent back 
to the Stirling County Asylum. He has since, 
I understand, been transferred to the Asylum 
for Idiots at Larbert, his epilepsy and dementia 
being as bad as ever. 

I append the report which I made upon the 
case ; in some respects it is a little more detailed 
than the account of the case which has been 
given above : — 

I hereby certify, that on March 15, 1889, 
I visited the Stirling County Asylum, and in 
conjunction with Dr Maclaren, and his assistant 
Dr Bell, examined John McLaren, aged eight 
and a-half years, who is suffering from epilepsy 
and epileptic dementia. 

“ From the particulars of the case which 
were furnished to me, it appears that the disease 
commenced in October 1887, when the boy was 
seven years of' age. 

“ The first fit, which was a very severe one, 
seems to have come on without any obvious 
cause. 

“ Since October 1887, the fits have continued 
to recur with great severity and frequency. 
The intervals between successive fits was at the 
commencement of his illness about a fortnight ; 
but since the patient's admission to the asylum 
(October ! 1888), the attacks have occurred 
almok every day — on an average at least five 
or six days in the week. There are now gene- 
rally two or three, and sometimes as many as 
, eight or nine, fits in the course of the twenty- 


four hours. The fits usually occur through the 
night, but not at any particular hour. 

" Since the disease commenced, the patient's 
mental condition has undergone a marked® 
deterioration ; he is now practically demented ® 
and unable to speak sensibly. His mother 
states that, before the fits commenced, he w^ 
as intelligent as other children ; but the correct- 
ness of this statement seems doubtlEul, for a 
neighbour informed Dr Bell that the boy wa§ 
always rather peculiar, timid, slow in learning, 
and that he would often fail to pay attention to 
what was said to him. 

" The^ family history is good. There seems, 
so far as can be ascertained, to be no tendency 
to any nervous complaint in any of his near 
relatives ; in particular, none of his near rela- 
tives have suffered from epilepsy. 

His birth is stated to have been natural and 
easy. 

" When two years of age, he fell from the 
kitchen table, striking the left side of his fore- 
head against a chair. The injury was a severe 
one, and the wound had to be closed by sutures. 
He was not rendered unconscious by the fall. 
His friends did not notice any ill effects from 
the fall. He went to school like other boys, 
and according to his mother (see above) did not 
present any evidence of mental peculiarity or 
defect until the fits commenced. 

“ In October 1888, he became unmanageable 
at home, and was in consequence sent (on 
October 26th) to the asylum. 

" The patient looks unusually bright and in- 
telligent, considering the frequency and severity 
of the fits, and the very marked mental deteri- 
oration which is obviously present. So far as 
I could judge, he seemed to take little interest 
in his surroundings. I could not get him to 
answer any question which I put to him ; and 
this it seems was not a temporary peculiarity, 
for Dr Bell, the assistant medical officer, stated 
that the patient can never be got to answer 
questions. He only made one sensible remark 
during the whole of my examination of him, 
viz., pointing to my hat, which was lying on the 
table near him, he said, ' What is that ?' 

'^The patient is weibgrown and well- 
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nourished boy. There is no evidence of organic 
disease in any part of the body. In particular, 
there is no evidence of any ' coarse ’ intracranial 
lesion ; the patient does not complain of head- 
ache; he does not suffer from vomiting; and 
there is no optic neuritis, 

• On the left side of the forehead, immediately 
above the left frontal eminence, a very marked 
cicatrix, the result of the accident which he 
'received when he was two years of age, and 
which has been previously described, is situated. 
A distinct depression of the bone can be felt at 
a point corresponding to the centre of the 
cicatrix. 

'' There are one or two small superficial scars 
on other parts of the surface of the scalp, but 
they are of no particular importance. 

“ Percussion of the skull at the seat of the 
cicatrix, on the forehead and elsewhere, does not 
elicit any complaint of pain or suffering. 

After an epileptic fit, the patient does not 
complain of any pain or uneasiness in the 
neighbourhood of the cicatrix. 

'' The epileptic fits do not appear to commence 
in any regular or definite manner. The patient 
does not complain of any definite warning sen- 
sation (aura). Tlie spasms are sometimes more 
violent on the one (the right) and sometimes on 
the other (the left) side of the body. In parti- 
cular, there seems to be no regular and constant 
deviation of the eyes and head to either side at 
the commencement of, or during, the convuisive 
seizures. The head and eyes are sometimes 
turned to one, and sometimes to the other side 
during the fit. 

“ The treatment which has hitherto been 
adopted, chiefly the internal administration of 
bromide of potassium, and the removal of a 
long and narrow prepuce by the operation of 
circumcision, does not appear to have produced 
any beneficial effect upon the fits. The con- 
vulsions continue to be as frequent as they 
were before, and there is little if any change 
for the better in the patient's mental condition. 

‘^ As the result of my examination of the 
patient, and consideration of the facts of the 
case, I am of opinion : — 

" 1st. That the ^Jase is a severe one, and that, 


so far as I can iudge, the prospect of any 
marked improvement and of cure, as the result 
of drug treatment, is not hopeful. I believe, 
in short, that the patient will probably continue 
to be epileptic and demented, in spite of any 
drug treatment which may be adopted. 

2 nd. That it is not improbable that beneath 
the depression, which can be distinctly felt from 
the outside on the left side of the frontal bone, 
there may be some deeper pathological altera- 
tion, such as adhesion of the dura mater to the 
surface of the brain, depression of the inner 
table of the skull, or an inwardly-projecting 
spiculum of bone. 

3 rd. That if any such pathological condition 
is present, beneath the external depression, it 
is quite possible that it may be the cause (or 
perhaps, to speak more accurately, a cause) of 
the epileptic condition. 

" I feel unable to speak more dogmatically 
and definitely on this important point, for 
there are no localising symptoms (unless the 
profound mental alteration bo considered as 
such); and there is nothing to shew that the 
epileptic fits have their starting point in any 
particular part of the grey matter of this boy’s 
brain. There are no definite indications (in 
the mode of the commencement of the spasms, 
the spread of the discharge, etc.) to show that 
the epileptic discharges originate in an irrita- 
tion of the grey matter of the fore part of the 
first left frontal convolution, such as might bo 
produced by the presence of a cicatrix oh the 
surface of the brain beneath the external de- 
pression. 

“ The depression in the frontal bone appears 
to be situated over the upper surface of the 
anterior end of the first left frontal convolu- 
tion — a portion of tlie brain which is non-motor 
and non-excitable. 

It is quite possible, therefore, that a lesion 
on the surface of this part of the brain might 
be present without any definite localising 
symptoms ; and that such a lesion might in 
this particular case be the cause of tho epileptic 
condition. 

" The profound mental alteration which has 
so rapidly taken place since the fits commencecj, 
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and tlie striking fact which must be regarded 
{IS a peculiar feature of this case, that while the 
boy looks bright and intelligent he is mentally 
so inert, may possibly be regarded as localising 
symptoms, and as suggestive of a lesion of the 
frontal lobe, which, there is every reason to sup- 
pose, is especially concerned witli the higher 
mental faculties. At all events, these facts (the 
mental deterioration and the difference in the 
patient’s appearance, and his actual mental 
condition) are quite in harmony with such a 
supposition (the presence of a supposed lesion 
of the frontal lobe). 

‘‘ On the other hand, it must not be forgotten 
that electrical irritation of the back part of the 
frontal lobe is attended with conjugate devia- 
tion of the head and eyeballs to the opposite 
side ; and I should certainly expect that in a 
case of epilepsy in which the discharge had its 
starting point in tlie grey matter of the frontal 
lobe, the head and eyeballs would at tlie com- 
mencement of, and throughout the attack, pro- 
bably be turned towards the opposite side. In 
this particular case, no regular conjugate devia- 
tion to either side has been observed. 

To sum up the result of this somewhat long 
discussion : — The epileptic condition in this case 
may be the result of abnormal conditions, be- 
neath the depression which* can be felt on the 
exteriqr of the skull. I feel unable to say posi- 
tively whether this is so or not. I see no 
prospect of material improvement under drug 
treatment. The operation of trephining, as 
now conducted, is not usually attended with 
danger to life.' I would, therefore, advise that 
the operation be performed, that the bone be 
trephined at the seat of the depression, and that 
the dura mater be opened, in the hopeof detecting 
and removing a cicatrix or other pathological 
condition which may perhaps be the cause of 
the epilepsy. 

** Edinbuhgh, 21sn889.” 




III. — Case illustrative of the manner in 
WHICH Misunderstandings may arise be- 
tween Medical Men. 

Married woman; aged 41; affected with prp- 
gressive muscular atrophy. 

This patient, gentlemen, came to the Clinic 
about six weeks ago. Many of you will no* 
doubt remember the case. It is a very marked 
example of progressive muscular atrophy. The 
small muscles of the hand — ^the muscles of the 
ball of the thumb and the interossei — and some 
of the muscles of both forearms are notably 
wasted. There is loss of power in proportion 
to the loss of muscle ; and both the muscular 
atrophyand the diminution of muscular strength 
have developed gradually and ^wri passu. As 
the muscular wasting has become more and more 
conspicuous, so has the loss of motor power 
become more and. more* apparent. There is 
absolutely no impairment of sensation. The 
patient’s general health is good. The bladder 
and rectum are unaffected. One notable feature 
about the case is the fact, that the upper ex- 
tremities, in which the atrophy is as yet alone 
apparent, are the seat of a fine tremor, which 
resembles the tremor of paralysis agitans more 
than anything else. It is quite different from 
the fibrillary twi'xhing which can usually be 
observed in cases of progressive muscular 
atrophy. In this case, the tremor is a much 
more continuous tremor ; it is not a mere inter- 
mittent twitch occurring at irregular intervals, 
every now and again. If you observe the 
thumb of the right hand, you will see that it is 
affected with a frequently recurring rhythmical 
movement, which reminds one of the movement 
of paralysis agitans. I need not, however, go 
into details either as regards the subject of 
progressive muscular atrophy generally, or the 
special features which this case presents. You 
will remember that I considered the subject 
pretty fully, when the patient first came under 
our notice, six weeks ago. There is, however, 
one point about the treatment to which I wish 
particularly to refer. ^ 
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When the patient came before us six weeks 
ago, I prescribed a mixture containing arsenic 
and strychnine; and told her to continue to 
apply the electricity (the faradic current), which 
by the advice of her private medical attendant 
she had been using for some time. 

Dt B. ( to the Patient ). Are you feeling better ? 

Patient. I feel a good deal stronger. 

Dr B: Are your arms any better ? Do you 
feel your arms any stronger ? 

Patient They are miiclr about the same. 

Dr B. Is the trembling in the arms any less ? 

Patient Yes ; I think so. 

Dr B. (to the Students). The muscular wast- 
ing is of course just the same. We could not 
expect to see any decided difference in that 
respect. 

Dr B. (to the Patient). You must steadily 
persevere with the treatment — witli the medi- 
cine and the battery. The disease from which 
you are suffering is very difficult to cure ; and 
you must not be disappointed if you do not 
seem to improve as quickly as you would wish. 
It is only by going on steadily and perscveringly 
with the treatment for many months, that you 
can possibly hope to arrest the progress of the 
disease. If the disease progresses, it will prove 
to be very serious. By great attention to the 
treatment, and to the condition of your general 
health, you may hope to arrest the progress of 
the disease. But you must clearly understand, 
that even if the greatest improvement which we 
can expect takes place, it will be very slow in 
appearing. It is very important, too, that you 
should continue under the care of your family 
doctor, I shall be very glad to see you again 
in a few months’ time ; but it is not enough to 
come in here every few months; you want 
much more careful looking after than tliat. 
You must be guided by your family doctor as 
to whether the medicine should be increased or 
not, in the course of a few weeks; and you 
must be guided by him as to whether you should 
continue tlie electricity of not. Since you were 
last here, I have seen your doctor, and have had 
a talk with him about your case. He knows 
exactly what I think about you. I will write to 
him and tell hinvhow I find you. 


Before you go, there is one question I want 
to ask you. It seems that after you were here 
six weeks ago, your husband stated that you 
had been told that if you had come to the 
Infirmary two months sooner you would have 
been cured. Now did any one at the Infirmary 
tell you anything of the kind ? 

Patient No. 

Dr B. Was anything said by any one here 
which led you to suppose that if you had come 
for advice sooner, that you would have been 
more easily cured ? 

Patient. No. 

Dr B. There was nothing said then which 
could have led your husband to make tlie state- 
ment which I understand he did make about 
your case ? 

Patient No. 

Dr B. I am glad to hear that. It is very 
unforLunatc tliat lie should have come to any 
such conclusion ; or that he should liave made 
any such stalemeiit. I entirely approve of 
the treatment which you were getting before 
you came here at first. I think 1 told you this 
when you were here before. Certainly I told 
you to continue the electricity and rubbing 
which your family doctor had prescribed. Now 
I want you to continue with this treatment; 
and as I have already told you, it is very iin- 
])ortant that you should see your doctor re- 
gularly and be guided by him as to the future 
treatment. You clearly understand that ? 

Patient. Yes. 

Dr B. (to the Students, the patient having 
withdrawn). The case is a very good illustra- 
tion of the difficulties of practice. It shows 
how easily misunderstandings between medical 
men may arise, and how essential it is not to 
attach too much importance to the mere state- 
ments of patients. Batients arc very apt to 
draw absolutely erroneous deductions from 
statements which are made to them regarding 
the nature of their case ; and to make all 
sorts of statements founded on their erroneous 
conclusions as to wliat a docipr says to 
them. 

It seems that after this patient was here on 
the first occasion, her husband stated thVt die 
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had been told at the Infirmary that if she had 
come here two months sooner she would have 
been cured. That statement came to the ears 
of her medical attendant. He was naturally 
very much annoyed at it. But, being a sensible 
man, he did not attach any very great import- 
ance to it until it was corroborated. Fortun- 
ately, I know him personally, and he knew very 
well that I would not make any such statement. 
I happened to meet him soon after the patient 
was here, and learned from him the particulars 
I have just communicated to you. I told him 
I did not think it was at all likely that any one 
connected with the Clinic had said anything of 
the kind. I told him that I had explained to the 
gentlemen who were present at the Clinic, the 
very serious nature of the case, the difficulty of 
arresting the disease, and the very unsatisfactory 
position in which we are in regard to the treat- 
ment of progressive muscular atrophy; and that 
it was consequently most unlikely that any one 
who had seen the patient at the Clinic could 
have made any such statement. I promised 
him that when the patient came back to the 
Clinic, I would try and clear the matter up. 

Well, you have heard the patient’s statement. 
It appears, as I had supposed, that nothing 
was said to her which could have formed a 
basis for such a statement. That is so far 
satisfactory. The case is an instructive one, 
for it shows how easily misunderstandings 
may arise, and how many misunderstandings 
based on the mere statements of patients may 
be prevented. Had the doctor not known me 
personally, he might perhaps have concluded 
that I had given the patient to understand 
that I considered that she had been im- 
properly treated. Like a sensible man, he came 
to me and told me what he had heard, and 
asked me to inquire into the matter. Now 
that is the only satisfactory way of clearing up 
such misunderstandings. If you attach im- 
portance to all the statements which patients 
make, you will often do your fellow practi- 
tioners a great wrong. One should be very 
careful as to what one says to patients. You 
cannot be too careful as to what you say to 
them •as regards another nian’s treatment. 


When a patient comes to consiUjb yoi^^ it I 
necessarily every now and again happens, that 
you take a different view of the case from the 
previous medical attendant, and that you ; c§n->: 
scquently propose a different plan of treatment^ 
That must necessarily every now and again,, 
occur. A patient has a right to consult any, 
man he likes ; and when a patient consults you 
he has a right to know what you think about 
his case; but he has no right to ask you to 
criticise the opinions and treatment of his 
previous medical attendants. One should not 
allow oneself to be persuaded to criticise 
another man’s opinion and treatment to the 
jDatient. When a patient feels dissatisfied with 
one medical man, he has of course a perfect 
right to call in another. If you are called in 
under such circumstances, it is your duty to do 
the best you can for the patient, and to tell 
him honestly what you think, and what you 
advise, irrespective of anything which he may 
have been previously told or advised. But 
there your duty ends. It is not your duty to 
tell him that you think the previous opinion 
j and treatment were wrong, even if you should 
happen to think so. One must remember, that 
difierences of opinion must necessarily arise in 
practice. Owing to the complicated nature of 
the problems with which the medical man has 
to deal, owing to the inherent difficulties as- 
sociated witli the diagnosis of disease, and 
owing to the different views which different 
men hold, and quite legitimately hold, as re- 
gards treatment, even when the diagnosis is 
clear, it necessarily follows that differences 
of opinion must frequently occur. These 
necessary and legitimate differences of opinion 
are not, however, the differences to which I am 
at present referring. I am alluding rather to 
those cases, in which the opinion of the previous 
medical attendant is clearly and obviously 
wrong, or in which liis treatment has clearly 
and obviously been unsuitable. Now it is not 
your business to tell the patient that you think 
the opinion or treatment of your predecessor 
was wrong. In fact, quite the contrary. All 
of us make mistakes, and you should do ,|;o 
others as you would wish to be done by. All you 
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h^ye to do is to take up the case where you 
ppd it, and to honestly and conscientiously advise 
{the patient to the best of your ability. You 
i(i?;^ould endeavour to smooth over, rather than 
io aggravate, any dissatisfaction that he may feel, 
and in some cases perhaps rightly feel, with his 
previpus medical attendant. If the patient 
drives you into a corner and presses you to say 
whether *the previous opinion and treatment 
^ere erroneous or not, you should not allow your- 
self to pass a harsh judgment upon your prede- 
cessor. It is enough to let the patient know 
that you do differ; to tell him honestly and 
clearly what you think and what you advise ; 
you should refuse to enter into a discussion as 
to the supposed demerits of your predecessor ; 
and whatever you may think, you should not 
make disparaging statements about a fellow 
practitioner to the patient. It may sometimes 
be necessary and advisable to discuss such 
questions amongst one’s professional friends; 
but, in my opinion, it is rarely if ever advisable, 
and it is seldom, if ever, necessary, to discuss 
questions of this kind with one’s patients. A 
man who runs down and backbites his neigh- 
bours, may perliaps get a little temporary 
advantage with individual patients, but it is a 
dearly bought advantage ; such conduct is sure 
to recoil upon him disadvantageously in the 
long run. 

This case shows how careful we should be in 
attaching importance to the mere stateniouts 
of patients. Knowing how erroneous their 


conclusions and deductions often are, how they 
twist and distort statements — often, quite un- 
consciously and in good faith— one should be 
careful in accepting what they say with regard 
to the statements and opinions of other medical 
men. In very many cases, it is well to ignore 
second hand statements and opinions, to treat 
them as if they had arisen, as they so often do, 
in the mere imagination of the patient. If tl\e 
matter seems too serious to be treated in this 
way, the man who supposes himself aggrieved, 
should courteously ask for an explanation. 
A carefully and courteously worded note, or 
better still a personal interview, provided always 
that it is likely to be conducted with tact and 
courtesy by both parties, will clear up the 
great majority of misunderstandings of this 
kind. One should eitlier ignore the secondhaml 
statement of the patient altogether, and attach 
no importance to it, and not allow it to rankle 
in the mind ; or endciavour to clear it up by 
going at once to tlio fountain-head, and courte- 
ously asking the pei’son who is supposed to have 
made the statement for an exj)Ianation. If this 
course were more frc([ucntly followed, a good 
deal of ill-feeling and unpleasantness might, 1 
believe, be prevented. 

In a future number of tlic Siudies, I will take 
an opportunity of referring to some of the other 
causes of dissatisfaction and misunderstanding 
bcitween doctors ; and consider, in particular, 
the duties of the consultant towards the general 
practitioner. 
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